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All the benefits of ACHROMYCIN' V 
| ...now brought to your younger patients 








ACHROMYCIN v 


SYRUP 





In hospitals and in general practice alike, the many benefits of ACHROMYCIN V are aiready 
fully recognised. Now the introduction of ACHRoMYCIN V in syrup form brings these same 
benefits to those younger patients, for whom the capsule presentation may not be appro- 
priate. Pleasantly flavoured and fully effective in teaspoonful dosage, ACHROMYCIN V Syrup 
is also the rational choice for older children as its special “* taste appeal” quickly wins their 
confidence and co-operation. In all conditions for which ACHROMYCIN tetracycline has 
previously been employed, ACHROMYCIN V can be relied upon for optimum therapeutic effect. 


Each teaspoonful (5 cc.) of orange-flavoured Syrup contains 125 mg. of tetracycline HCI activity, 
phosphate buffered. Bottles of 2 and 16 fl. oz. 


~~ ACHROMYCIN V means swifter absorption... 
4 if higher blood levels ... longer antibiotic action. 


; LEDERLE LABORATORIES DIVISION Gyanamid OF GREAT BRITAIN LTD. London "e2 
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H. K. LEWIS of GOWER STREET, London, W.C.1 








BOOKSELLING DEPARTMENT. A large stock of textbooks and recent literature in all branches 
of Medicine and Surgery available. Please state particular interest. 
Foreign Books obtained to order. Catalogues on request. 





SECOND-HAND DEPARTMENT. A constantly changing large stock of Medical Literature on i 
view, Classified under subjects. Old and rare books sought for and reported. Large and small 


collections bought. 





LENDING LIBRARY. Mepical, SCIENTIFIC AND TECHNICAL. 
Annual Subscription from £1 17s. 6d. PRospecTus Post FREE ON REQUEST. 
Bi-monthly list of NEw Books and NEw EDITIONs sent post free to subscribers. . 


A New EDITION OF THE LiBRARY CATALOGUE revised to December 1956, containing Classified 
Index of Authors and Subjects. Pp. xii + 1178. To Subscribers, £1 5s. net; tonon-subscribers, 
£2 2s. net, postage 2s. Nearly Ready. 











| H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.1 


Business hours: 9 a.m. to 5.30 p.m., Saturdays to 1 p.m. 
Telegrams: Publicavit, Westcent, London 


Telephone: EUSton 4282 (7 lines) 
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A HANDBOOK ON DISEASES OF CHILDREN | ag 
Including Dietetics and the Common Fevers 1 
irs Edition. By BRUCE WILLIAMSON, M.D., | ia 
cus 495 pages 145 illustrations. 27s. 6d. | 18 


AORTOGRAPHY \ 
its Application in Urological and Some Other } 


Conditions 
By W. BARR STIRLING, Ch.M., F.R.C.S.(Ed.), 
F.R.F.P.S.G. 300 pages. 160 illustrations. 50s. 


COMBINED TEXTBOOK OF OBSTETRICS 
AND GYNAECOLOGY 
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| 88 pages. 100 illustrations, 31 in full colour. 42s. 


RYOTOL is lethal to Ps. pyocyanea, Staphylococcus | Sixth Editi ‘ 
. dition. Edited by DUGALD BAIRD, M.D., B.Sc., f 
—— nye Sees pyogenes F.R.C.O.G. Seventeen contributors. if 
found in C.S.O.M. a tis Externa. zs 948 pages. 633 illustrations. 95s. | 
The presence of Ps. pyocyanea has been demonstrat 3 
in 90% of cases of chronically discharging ears. This | MEDICAL JURISPRUDENCE AND TOXI- i” 
capone highly resistant organism is unaffected Saag Y Pea ere Ey ae ee q 
penicillin, sulphonamides and many other bacteri- ent se 1  1P., D.Sc. M.D., | a 
cides. It produces abundant pus and is therefore ERS.E., F.RFP.S.G., in collabor rag: with EOGAR | | 
extremely troublesome. See MBE. as Se M.B., Ch.B. a: 
r 4 trations. s. 6d, | { 
RYOTOL Ear Drops are the outcome of clinical work = i aaa + 
on humans, following outstanding results obtained in THE STUDENT LIFE 1 
the veterinary field. The Philosophy of Sir William Osler ig 
Formula: Edited by RICHARD E. VERNEY, M.B., F.R.C.P.E.,D.R. | ; 
Monopheny! ether of ethylene slycol at. ee. e, ae 228 pages. 15s. 
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Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 





The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that | international unit 


= | mgm. of d.1. alpha tocopheryl acetate. 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 


Institute, 
LITERATURE ON REQUEST 


Sole Manufacturers: 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 











of prostatic carcinoma :— 


honvan 


TRADE MARK 








Honvan (diethylstilboestrol diphosphate) exhibits the following advantages in the treatment 


It is water-soluble and well-tolerated even in high dosage. 


Honvan as such is pharmacologically and oestrogenically inert, therefore it rarely 
produces feminising side-effects. 

It is dephosphorylated only in the presence of phosphatase, high concentrations of which 
are present in carcinomatous prostatic tissue. 

Insoluble free stilboestrol is released from Honvan by dephosphorylation exclusively in 
prostatic tumours in such concentrations that a cytotoxic effect is exerted on malignant 
cells. 

Its action is rapid on both primaries and secondaries even in cases not responding to 
conventional oestrogen treatment. 


It is effective both by intravenous and oral routes. 


PACKING: Boxes of 10 x 5 ml. amps. each containing 250 mgm. 














Containers of 50 and 250 tablets each containing 100 mgm. 


Detailed literature is available on request. 


WARD, BLENKINSOP & CO., LIMITED 








37, QUEEN SQUARE LONDON W.C.1 
*Grams: Duochem, Westcent, London 


YORK HOUSE 
*Phone: Holborn 5992/6 (5 lines) 
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for children’s coughs 





K Pectex 


Dose : 12 months to .10 years—quarter to one teaspoonful t.i.d. 
10 years and over—one to two teaspoonfuls t.i.d. 
a reliable safe and pleasant preparation manufactured for 


nearly half a century by 


DUNCAN FLOCKHART of Edinburgh 
. The Doctors’ House 


Des cate , Ue. 8 &. 8 £28 SS. -<e BBs 2 FS Limited APX 9/57 M 








Insomnia with pain 


and as a sedative in neuritis, sciatica, 
neuralgia and dysmenorrhoea. 


FORMULA 
Barbitone 24 grains 
Phenacetin 2 grains 
Codein t grain 


The hypnotic power of the barbiturate is 
increased by the Codein, and the possi- 
bility of addiction is thereby lessened. 


DOSAGE — Hypnotic: 2 tablets with a warm 
drink about one hour before retiring. 
Sedative: 1 tablet three times daily. 

Professional samples available on request. PACKINGS — 25, 100, 500 tablets. 





-PHILIP HARRIS LTD 


144 EDMUND STREET, BIRMINGHAM 3 
Telephone: CENtral 4211 (5 lines) Telegrams: “‘ Science, Birmingham” 
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a safe 
SECONESIN achieves relaxation, euphoria 


re lax ad nt ee S e (| ad t l V e and freedom from nervous tension 


without being what is generally termed a 


Ss E Cc oO N an 8S ; N ‘tranquilliser.’ 


TRADE MARK SECONESIN does not cause the 
incidence of toxic side effects such as 








For the management of anziety tension states 


agranulocytosis, purpura, urticaria, 
liver damage and jaundice which 

has been ascribed to the tranquilliser 
group of drugs. 


COMPOSITION: Each tablet contains 
Mephenesin 400 mg. Secobarbital 30 mg. 
PACKINGS: Bottles of 25, 100 and 500 tablets. 
Samples and literature on request. 

BASIC N.H.S. cost: 2/10 for 25 tablets. 








‘x antibiotics 
S, p-A chemotherapeutics 


Milano- sitaly vitamins 
antituberculous drugs 


Manufacturers of : corticosteroids 


Lepetit in the world 


)-: en SE 
Factories in: 
BT ll Garessio - Milan 
& Torre Annunziata (Naples) 


| if sar 
Ll 


Lepetit’s products are now on sale in 100 Countries 
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THREE PEOPLE who will soon 


need Smith & Nephew PASTE BANDAGES 





THE MAN in the plaster cast on the left, is due to have it 
removed in the very near future. There may be some oedema when 
the cast goes and VISCOPASTE will form an ideal dressing after the 
cast is removed, and during the period when swelling may occur. 
VISCOPASTE is ready for immediate application and sets quickly, 
forming a thin shell. 


THE LADY in the centre shows signs of impending ulceration. 
Her treatment will consist of dressings either of ICHTHOPASTE 
or VISCOPASTE, with Elastoplast porous adhesive bandages 
applied over as compression and support. 


THE MAN on the right is in some discomfort because of 
chronic simple prurigo. Coal tar is indicated so COLTAPASTE is 
the preparation of choice. It will make a considerable saving in 
cost of lint and gauze in general practice. 


Please write for fuller details and a copy of our ““Aide-memoire”’ on 
bandages and dressings, to :— 








| Viscopaste 


Zinc paste bandage B.P.C. 

Available in 6-yard lengths 34 inches 
wide and prescribable on Form 
E.C.10. 


Ichthopaste 


Zinc paste and ichthammol bandage 
B.P.C. (2% ichthammol). 

Available in 6-yard lengths 34 inches 
wide and prescribable on Form 
E.C.10. 


COLTAPASTE | 


Zinc paste and coal tar bandage 
B.P.C. 
Available in 6-yard lengths 34 inches 
wide and prescribable on Form 
E.C.10. 














rs 
(SEN) rote SMITH & NEPHEW LIMITED - WELWYN GARDEN CITY + HERTS 
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Ce-K-Sal tablets contain soluble aspirin 
to provide rapid absorption 
without gastric irritation, 
with the protective Vitamin C for its 
detoxifying effect and value in febrile disease 
and Vitamin K for counteracting 

haemorrhagic tendencies induced by prolonged 
and intensive acetylsalicylic acid therapy. 


FORMULA: Each tablet contains soluble aspirin equivalent to 
acetylsalicylic acid 325 mg. (gr. 5), ascorbic acid 
(Vitamin C) 20 mg., acetomenaphthone (Vitamin K) 


Ce-K-Sal 


SAFE SOLUBLE ASPIRIN 


Literature and samples on request 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDLESEX 
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IMPORTANT 
ANNOUNCEMENT 


BROVON ASTHMA 
IVALANT 


Price Agreement with the Ministry of Health* * Extract from a letter being forwarded by the 
A reduced price for Brovon Asthma Inhalant, Ministry to Executive Councils for distribution 
acceptable to the Ministry, has been agreed to all Doctors :- 
under the Voluntary Price Regulation Scheme. “* The prices of Brovon Inhalant (manufacturers :- 

Moore Medicinal Products Ltd.) have recently 

Freely prescribable on the N.H.S.* been adjusted in accordance with the price 





As a result of the above iI? regulation scheme and the request to doctors not 
Brovon Asthma Inhalant is again freely to prescribe this product is therefore withdrawn.” 
prescribable on Form E.C.10. 
Economy in Prescribing 
BROVON ASTHMA INHALANT contains :- 
At the reduced price, Brovon peviiaiiabeiiaii 0.149% W/V 
i tropine onitrate ie + 0.14% 
Asthma Inhalant costs the N.H.S. less than Papaverine Hydrochloride ... ... 0.88% W/V 
at any previous time since its Adrenaline (Epinephrine) ...  ... 0.50% W/V 
introduction in 1939. Chlorobutol ... ...  ...  —-» ~ 0.50% W/V 


Literature and samples gladly sent on request 


Moore Medicinal Products Ltd. 


1, QUEEN’S TERRACE, 64, GLOUCESTER PLACE, 
ABERDEEN. LONDON, W.1I. 
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Save time on urine tests with... 


GLINITEST an AC ETEST 


Reagent Tablets 
for the detection of Glycosuria 


TRADE €sBe 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute! 





CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ set, refills 
and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices: Set 6/8 
complete. Refill bottles of 36 tablets 2/4.) 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards and clinics. 
Write for details and hospital prices. 





Specialists, General Practitioners, Clinics and 
Hospitals in all‘parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets simce 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinical trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and ‘ Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 








The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used as a screening procedure or asa 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 


TO PERFORM A TEST: 
1 Put 1 drop of urine on tablet. 


Supplied in bottles of 100 tablets 
with colour scale. 


*Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. Basic 
Drug Tariff price 3/10 per bottle 
of 100 tablets (with colour scale). 


(1954) ‘Clinical Tests for Ketonuria 
Lancet’, April 1 17th, 

ene 954) ‘Medicine Illustrated’, May, p. 
Biochemistry’, 


‘Practical Clinical - 
Heinemann, 4 
(1954) ‘Clinical Tests for Ketonuria i 
Lancet’, July 10th, p. 95 





, 801/804 











AMES COMPANY Lonpon) LTD 


Nuffield House, Piccadilly, London, W.1 


Telephone: REGent 5321 
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influenza and the stomach 





It is suggested *that gastric complications of “ Asian ’flu” are 
aggravated by the use of aspirin. Even if this has not been 
proved, it is wise to avoid any risk of stomach irritation when 
treating febrile patients. 


Paynocil contains chemically unmodified aspirin, but this is 
blended with glycine to give instant dispersal and prevent gastric 
irritation. 


Paynocil tablets are pleasant to take. They disperse instantly 
on the tongue and need no water, no chewing, no swallowing 
whole, and no disguising. 


* Brit. med. F., ii, 762, 1957. 


non-irritant, 
quick-dispersing 





ANALGESIC & ANTIPYRETIC i 





FOR ADULTS FOR CHILDREN 


PAYNOCIL Junior PAYNOCIL 
EACH TABLET CONTAINS E3ACH TABLET CONTAINS if 
Acetylsalicylic acid. ......0-seee0:s 24 grains 
Amimoacetic acid .........0c000% 1} grains . i 





, Dispensing packs 
of 240; basic 
N.H.S. cost 
(tax free) 
12/+ 





601/65(68)/2 


Cc. L. BENCARD LTD. PARK ROYAL, LONDON, N.W.10 





ee ee 
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sustained 


10 











scp’ Oral depot therapy 


10-12 hours uninterrupted 
therapeutic effect 
with a single oral dose 


advantages: 


(1) certainty of continuity 

(2) no relapse due to broken administration , 
(3) no forgotten doses 

(4) economy—low N.H.S. cost 


day-long and night-iong 
freedom from bronchospasm 


formula: 2? gr. ephedrine hcl. (as resinate), 65 mg. theophylline, 
150 mg. bromvaletone, 50 mg. mephenesin, 


dosage: |-2 tablets q !2h. 
basic N.H.S. cost: 30 tablets 5/-. 


day-long appetite control 
day-long mood elevation 


formula: |0 mg. dexamphet. sulph. (as resinate). 
dosage: }-! tablet at breakfast time. 
basic N.H.S. cost: 30 tablets 2/6. 


bar bidex sustained action ‘ionexten’-tabs.t 


day-long relief of 
anxiety and depression 


formula: |0 mg. dexamphet. sulph. (as resinate), | gr. phenobarbitone. 

dosage: }-| tablet at breakfast time. . 

basic N.H.S. cost: 30 tablets 3/10. 

In ‘ionexten’-tabs. controlled ionic exchange evenly feeds 
the therapeutic agents into the blood stream at optimal level 
for 10-12 hours independent of varying physiological factors. 
(‘ionexten’-tabs. are not enteric coated). 


* regd. ¢t trademark patents pending 
write for clinical samples, literature and case reports. 


Clinical Products Ltd., Richmond, Surrey 








Tue Lancet] THE LANCET GENERAL ADVERTISER (Oct. 19, 1957 








| 
t 


UR rom FF 


When CIRCULATORY 
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reduces the tissue 


a 
A 


i / se. 
Be 


concentration 


en. 
iP 


ay 

y) 
q| 
: 


a we i. 
p 
oa ae — A, 
i ONGY os 
on" | a i 


|? 

{ 
— 
a 

ii 


of the B vitamins 


iy 
V 


M 


Increase supplies 
with high potency* 


Al 


The wide variation in individual needs 
for vitamins means that it cannot be 
assumed that all patients are adequately 
supplied, even in the absence of signs of 
the classical deficiency diseases. 
Especially among older patients is there 
a risk that restricted diets may not meet 
the raised metabolic needs associated 
with advancing age. If, in addition, 
there is faulty digestion or impaired 
circulation, extra treatment with 

the B complex becomes a necessity. 
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Preparations of two strengths are available: 


BEFORTISS tablets, elixir and ampoules, 
with low concentration. 


BECOVITE tablets, elixir and ampoules, 
with high coricentration. 


* BECOVITE B complex 
for intensive therapy. 


Tablets. 2 ml. ampoules 
(Boxes of 3 pairs). Elixir (6 fl. oz. and 40 fl. oz.) 


* BEFORTISS B complex 





. Doorway” by Leslie Thorn 
iain Teheseag 7 pte Ng pany es 
ablets. I mi. ampoules r i ie reer ucei 
(Boxes of 5). Elixir (6 fl. oz. and 40 fl. oz.) and Gimpel Fils, 50 South Molton St. ‘London, W... 


ry] VITAMINS LIMITED (pEPT. B4.) UPPER MALL, LONDON, W.6 
11 
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For the prevention and 
treatment of infections of 


the mouth and throat 


SALIVA TESTS have proved that ‘Hibitane’ 
Lozenges are more active in the mouth 
than other antiseptic lozenges. When 
*Hibitane’ Lozenges are sucked at 2-hourly 
intervals the oral streptococcal counts 
show up toa one-hundred-fold reduction. 

‘Hibitane’ Lozenges each contain 5 mg. 
‘Hibitane’ Dihydrochloride, with 2 mg. 


‘Hibitane’ antiseptic lozenges 


Benzocaine B.P. — sufficient to ease pain 
without interfering with the swallowing 
reflex or hindering healing. 

Noteworthy characteristics 

Powerful antibacterial effect; safe; bac- 
terial resistance cannot be induced; 
pleasantly flavoured and well liked by 
children. 


Available in tubes of 12 lozenges 


IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
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New 
Buffered 
Theophylline 
_ for the 
Prophylaxis 
and 
Treatment of 
Asthma 


A NICHOLAS 


A. & G. NICHOLAS trp. 











‘ENGLATE’ combines theophylline sodium with glycine, 
which acts as a powerful buffer against gastric 
hydrochloric acid—and so enables the full broncho- 
dilatory value of theophylline to be orally employed 
in adequate doses to prevent attacks of bronchial 
asthma—without causing nausea or vomiting. 
Because of its exceptional tolerance and low 
toxicity, ‘ENGLATE’ syrup is specially recommended 
for children up to 12 years in preference to tablets, 
and is particularly valuable for asthmatic children. 


ENGLATE 


REGD. TRADE MARK 


Brand of theophylline sodium glycinate 


TABLETS OR SYRUP 
Samples and literature will gladly be sent on 
request. 


PRODUCT 


ETHICAL PHARMACEUTICALS, 
SLOUGH, ENGLAND 
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Calcipen-V 
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penicillin-V with 
the better performance 





#* more soluble than the free acid 
* produces higher blood levels 


* quicker onset of action 


Literature and further information gladly sent on request | 
BOOTS PURE DRUG CO. LTO., NOTTINGHAM, ENGLAND | 
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Practitioner, January, 1957. 












NULACIN 
THERAPY 


—Simple, safe, effective 


A Nulacin tablet effectively depresses the concentra- 
tion of gastric HCl in peptic ulcer and other 
conditions of hyperacidity. It also provides protection 
against gastric HCl to the otherwise unprotected 
oesophageal wall and in such conditions as oesophag- 
itis and hiatus hernia. 

SUPPLY. Nulacin tablets may be prescribed on 
E.C.10. The dispensing pack of 25 tablets is free of 
Purchase Tax. (Basic price to N.H.S.: 2/-). Also 
available in tubes of 12. 








Antacids, The Practitioner, January, 1957, 178: 43 

— in Peptic Ulcer, The Practitioner, January, 1956, 
176: 103 

Recent Advances in the Ulcerative Diseases of the Gastro- 
intestinal Tract. Amer. J. Gastro., December, 1956, 26: 665 

Ambulatory Continuous Drip Method in the Treatment of 
Peptic Ulcer, Amer. J. Dig. Dis., March, 1955, 22: 67-71 

Management of Peptic Ulceration in General Practice, Med. 
World, December, 1954, 81: 591-601 

Clinical Investigation into the Action of Antacids, The Prac- 
titioner, July, 1954, 173: 46 





“an approach to the ideal is provided by 
a slowly dissolving antacid tablet which is lodged 
between the gum and cheek. Thus, with each act of 
swallowing, alkali is carried down over the gullet to the 
stomach. It is remarkable how little is the quantity needed 
to depress effectively the concentration (pH) of gastric 
HCl. The first such tablet (‘nulacin’). . . .” 
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GASTRIC ANALYSIS 








HORLICKS LIMITED (Soir Sticke. Eneland 
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Med. J., 23rd Jan , 1954, 1: 183-184 
Control of Gastric = ity by a New Way of Antacid Adminis- 


tration, J. Lab. Clin. Med., 1953, 42: 955 

The Effect on Gasine Acidity of ‘Nulacin” Tablets, Med. J. 
Aust., 28th November, 1953, 2: 823-824 

Discussion on Peptic Ulceration, Proc. Roy. Soc. Med., May, 

Medical Treatment of Peptic Ulcer, Med. Press, 27th February, 
1952, 227: 195-199 

™ Content of Gastric Acidity, Brit. Med. J., 26th July, 1952, 
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This graph illustrates the striking result of a clinical 


trial with 66 patients at Bristol recently published 


in the Lancet. 


It demonstrated how during anti- 


biotic treatment Enpac builds up resistant lactobacilli 


while reducing the number of staphylococci to 


a low level. By contrast, when the antibiotic was 


used alone, \actobacilli dropped to the low figure of 


16%, whereas resistant staphylococci flourished 


greatly at the high level of 76%. 


Extract 
from the 
Lancet 
article 
on the 
Bristol 
clinical 
trial 








SUMMARY 


“* It was found that the staphylococci 
increased in both groups at the begin- 
ning of antibiotic therapy. Staphy- 
lococci continued to increase in the 
patients taking the antibiotic alone, 
but in those taking Enpac there was 
a pronounced drop in numbers fol- 
lowing the initial rise. Simultane- 
ously, in this latter group the lacto- 
bacilli were rapidly established and 
continued to multiply. This followed 
the elimination of the normally 


Percentage of cases yielding Staphylococcus Aureus and Lactobacillus Acidophilus from stoots 
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non-resistant lactobacilli by the anti- 
biotic during the early days of treatment.” 
(Lancet, 1957, i, 899) 


Samples and literature are freely available 
to the medical profession on request. 


LLOYD-HAMOL LTD. Sole Distributors, 


En | C 11, Waterloo Place, London, S.W.] 
pp A A British product developed by 


Aplin & Barrett, Ltd., Biologicals Division. 
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For all cases requiring extra protein 


PRESCRIBE 


VCOUM ANKE 


TRADE MARK 








An enriched protein supplement 





consisting ‘of proteolysed liver, malt 
and vitamins A and D. 


NORMAL DOSAGE 


ADULTS: 
One dessertspoonful t.i.d. 


















CHILDREN : 
One teaspoonful t.i.d. 
INFANTS: 


The importance of the 
+ teaspoonful t.i.d. 


administration of amino 





Oras tablets 3 104 of which 
are the equivalent of one 
teaspoonful of the 

powder. 


acids in infectious 





diseases is all the more 





apparent in view of the 





role of these substances 
in the production of 


antibodies. 


Pee ee 





EVANS MEDICAL SUPPLIES LTD, SPEKE, LIVERPOOL I9 (Hants Cross 1881) 
LONDON OFFICE: Ruislip, Middlesex, (Ruislip 3333). 
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CLbave the Gloudo.... 


introducing 





‘PROTAMYL’ 


trade mark brand 
PROMETHAZINE/ 
AMYLOBARBITONE 








*“PROTAMYL’ 18 INDICATED MAINLY 
In the less severe mental and 

emotional disturbances 

2 For use at bedtime in cases of 
insomnia 

+k In obstetrical sedation 

> In certain dermatological condi- 
tions particularly chronic urticaria 
and atopic eczema 


An M&B brand Medical Product 
PHARMACEUTICAL 


~s 


DISTRIBUTORS: 
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SPECIALITIES 


» 


In mild mental and emotional disturb- 
ances ‘Protamyl’ provides relief from 
anxiety and tension giving a feeling of 
security from which troubles can then be 
viewed with equanimity. Since the barbi- 
turate most generally used in psychiatric 
conditions is amylobarbitone, it was 
rational to enhance and prolong the 
action of minimal doses of this barbitu- 
rate, and at the same time utilize the 
other actions of promethazine (‘Phener- 
gan’) by associating the two drugs. 
‘Protamyl’ is an association of 12°5 
mg. promethazine and 50 mg. amylo- 
barbitone. 
PRESENTATION: 
PALE LILAC SUGAR-COATED TABLETS 
Further information is available on request 


Manufactured by 
MAY & BAKER LTD 





MA4676 


(MAY & BAKER) LTD * DAGENHAM 
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pleasant-tasting 


WeurKerne 





liquid 










vitamin 


supplement 





Children take Paladac without fuss 


or bother because it “tastes good”. 


Mothers like to give it because Paladac 
is readily accepted, flows freely, needs 
no refrigeration, and may be added to 
milk, fruit juice and other foods, or taken 


direct from a teaspoon. 


Doctors can prescribe Paladac with 


Primarily intended for the 3-10 age- 


confidence since it provides a reliable 


daily source of vitamins—one 4 c.c. tea- group, Paladac is equally suitable for 


spoonful supplies 7 vitamins in amounts adolescents and adults where liquid 


exceeding minimum daily vitamin medication may be preferred. 
requirements, Paladac is supplied in bottles of 4 and 16 fl. ozs. 
Bach teaspoonful (4 c.c.) contains:— Vitamin A 5,000 units, Vitamin D 1,000 units, Vitamin B, (Aneurine Hydrochloride) 3 me., 
Vitamin B, (Riboflavin) 3 mg., Vitamin B, (Pyridoxine Hydrochloride 1 mg., Nicotinamide 20 mg., Vitamin C (Ascorbic Acid) so mg 
cay 


Parke, DaviS & COMPANY, LTD. (inc.us.a.) Hounslow, Middlesex. Tel: Hounslow 2361 


* 
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TETRACYCLINE 
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as the patient sees it... 


The ophthalmic forms of AcHRomycIN tetracycline are acceptable in every 
sense —not only from the physician’s angle but from the patient’s 
viewpoint too. Simple and painless to use, they are virtually free from 
unwanted side effects. The patient will therefore co-operate to the full 

in following the course of treatment prescribed. 

In many cases of conjunctivitis and of ocular infection due to staphylococci, 
streptococci and other sensitive organisms, local measures with the 
Ophthalmic Ointment or Sterilized Powder are fully effective. In more 
severe conditions, however, simultaneous systemic treatment should be 


adopted with one of the oral forms of the drug. 


chromycin 





®Regd. Trade Mark 


Ointment (Ophthalmic) 1%: 
10 mg. per Gm. : }-oz. tubes in boxes of six 


Ophthaimic Powder Sterilized: 
25 mg. per vial: supplied with dropper vial 


LEDERLE LABORATORIES DIVISION 


Cyanamid oF GREAT BRITAIN LTD., London WC2 
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MICTINE 


Effective, 
Non-Mercurial 


Oral Diuretic 


STRUCTURE 
“‘Mictine”’, brand of aminometradine, is |-allyl-3- 
ethyl-6-aminotetrahydropyrimidinedione. It 
avoids the undesirable side-effects associated with 
mercurial, xanthine or sulphonamide agents. 


ACTION AND EFFECTIVENESS 

“Mictine” is believed to act by inhibition of 
sodium ion absorption in the renal tubule. In 
therapeutic dosages it has not caused any effect on 
glomerular filtration rate, renal plasma flow, 
cardiac output, heart rate or blood pressure, nor 
any alteration in the blood or blood-forming 
tissues or in renal or hepatic function. In a 
group of unselected patients 70 per cent. may be 
expected to respond to “ Mictine ”’. 


TOLERANCE 

“* Mictine ” is not toxic at therapeutic dosages. On 
the other hand, side-effects do occur such as head- 
ache and gastro-intestinal symptoms. These are 
reduced to a minimum if an interrupted dosage 
scheme is adopted. 


ADMINISTRATION 

“ Mictine” is indicated in the maintenance of an 
oedema-free state in any patient requiring diuretic 
therapy and the effecting of initial diuresis in all 
patients but those with severe congestive failure. 
For these purposes the dosage is one to four tablets 
daily in divided doses during meals on alternate 


SEARLE 





A PRODUCT OF SEARLE RESEARCH 








EFFERENT 
ARTERIOL 
E 


AFFERENT 
ARTERIOL 








THE NEPHRON UNIT 





days or on three successive days followed by 
four days without therapy. “ Mictine” is not 
intended to produce initial diuresis in more severe 
congestive failure; however, “‘ Mictine” may be 
given when other diuretics are contra-indicated, 
or if tolerance to them has developed. 


Available in bottles of 25, 100 and 500 tablets 
each containing 200 mg. aminometradine. 


Full literature is available to the medical profes- 
sion on request. G. D. Searle & Co. Ltd., High 
Wycombe, Bucks. Tel. High Wycombe 1770. 


* Registered Trade Mark 
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One bottle of 60 TACE capsules (2 capsules a day) can relieve @) 
many of your menopausal patients. (Merrell ) 


Some may require a second course, but few will need a third. 


The introduction of TACE marks the 

beginning of a new era in the treatment of 
menopausal symptoms. TACE is 

stored in the body fat and subsequently released 
in a manner resembling normal hormone 
secretion. There is virtually no withdrawal 
bleeding (in four investigations !, 2, 3, * there 
were only 7 cases of withdrawal bleeding in 

257 patients) and TACE is also extremely 

well tolerated in other respects. 


Because of fat storage the action of TACE 

is prolonged. In 13 out of 16 patients beneficial 
effects remained up to 4 months 

after therapy had been discontinued.! 


TACE is indicated in other cases which 
require estrogen therapy—for example in the 
inhibition of lactation and the treatment 

of prostatic carcinoma. 


TACE 


is available in green capsules (each containing 
12 mg. chlorotrianisene dissolved in oil) 
in bottles of 60 and 300. 


1. Wis. med. J. (1954) 53:322. 

2. Amer. J. Obstet. Gynec. (1954) 8:201. 
3. Indiana med. Ass. (1954) 47:869. 
4. 


J. 
J. Clin. Endocr. (1954) 14:272, 


Distributed in the United Kingdom and the Republic of Ireland by 


RIKER LABORATORIES LIMITED, 


for the Wm. S. Merrell Company, London. 
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LIQUID ORAL PENICILLIN- INSTANTLY 





to the patient’s mouth 


that’s Penicillin V Oral Liquid Glaxo! No precious time is wasted 
mixing it with water ...for this penicillin V liquid is taken ‘ neat’. It’s 
ready-prepared ; ready for instant use, day or night ; stable for two years. 


The two-ounce bottle contains 16 palatable toffee-flavoured teaspoonfuls.* 


PENICILLIN V ORAL LIQUID Glaxo 


Bottles of 2 fl. oz. 


*The 3% cc. measure provided delivers 62.5 mg. of penicillin V. 


Where cost is a consideration, Penicillin GCRYSTAPEN Tablets may be preferred. 
The indications are the same, and results are equally good. 


CRYSTAPEN TABLETS 


Bottles of 12, 100 and 500 
GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYROD 3434 


Subsidiary Companies or Agents in most countries 
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— to relieve allergic and 
inflammatory conditions 


— to relieve symptoms on 
lower dosage than cortisone 


— to relieve symptoms with ‘ess 
disturbance of salt metabolism 


PREDNISONE 
P.,D.. CO. 


Supplied in compressed tablets 
each containing 1 mg. and 5 mg. Prednisone. 


PREDNISOLONE 
P.,D.. CO. 


Supplied in compressed tablets 


each containing 1 mg. and 5 mg. Prednisolone. 
Containers of 25, 100 and §00. 





Containers of 25, 100 and 500. 


. 
bd « 
PARKE, DAVIS & COMPANY, LTD. (inc. USA.) py: HOUNSLOW ~ MIDDLESEX °- Tel. Hounsiow 236! 
* 
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In infections of 
the genito-urinary 


tract 











eo 
| 
| 
| 
| Reports on the use of ‘Sulphatriad’ in genito- 
| urinary tract infections confirm its value in 
pyelonephritis of children and adults, in pyelitis 
| of pregnancy, as a prophylactic when an in- 
dwelling catheter is required and for patients with 
| loss of bladder control due to diseases of the 
central nervous system. In these conditions, as 
| in many other sulphonamide-susceptible infec- 
tions, ‘Sulphatriad’ is the preparation of choice. 
| PRESENTATIONS: as 0-5 gramme tablets and 
as a palatable suspension. Each tablet or 3-6 c.c. 
| (approx. | teaspoonful) of suspension contains: 
sulphathiazole 0-185 gramme, sulphadiazine 
0-185 gramme, sulphamerazine 0-13 gramme. 
| Detailed information is available on request. d 
e 





‘SULPHATRIAD’ 


\ 
|} MAY & BAKER LTI 





An MAB brand Medical Product MA3896A 





Us YM Ezz; Yew =e) 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD DAGENHAM 
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BLOOD LEVEL 


D 
STRENGTH 240mg. (yI\F 
determines r 


LeVel 


‘Distaquaine’ V 


offers a choice of three strengths of tablet from which to adjust dosage according to the needs 
of the case. 


‘DISTAQUAINE’ V 60 ‘DISTAQUAINE’ V 120 ‘DISTAQUAINE’ V 240 
60 mg. tablets of penicillin | 120 mg. tablets of penicillin 240 mg. tablets of penicillin 
V in bottles of 30, 200 and V in foil packs of 12 and | V in foil packs of 12 and 
1,000. bottles of 100. | bottles of 100. 


Dosage: | or 2 tablets every four hours. Also available: *Distaquaine’ V Elixir and *Distaquaine’ V Sulpha tablets 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON S.W.19. TELEPHONE: LIBERTY 6600 
owners of the trademark ‘ Distaquaine’ 








PPH 12/57 
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The order of the day... 


‘LANOXIN’ for maintenance therapy 
It never varies in potency. 
It is taken each day, not intermittently. 


Over-digitalisation quickly subsides because of rapid excretion. 


' LAN OxI iis for 
unfailing 


D I G Ox I N control 





bral BURROUGHS WELLCOME & CO. (the Welicome Foundation Ltd.) LONDON 
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~ Distinguished Record 


Three years of clinical use have given ‘Ilotycin’ brand Erythromycin a distin- 
guished record of remarkable safety. Highly effective against staphylococci, 
streptococci and pneumococci, ‘Ilotycin’ exerts negligible effect on the colon 
bacillus and does not give rise to the extremely dangerous staphylococcal 
enterocolitis. It is particularly valuable against penicillin-resistant staphylo- 
cocci and has become the logical first choice antibiotic after penicillin. 











‘Ilotycin’ is the surest and safest way of combating a wide range of common infection’ 
encountered in general and hospital practice, and can be life-saving in overwhelming 
infections where prompt response is vital. 

The average daily dose is 1 Gm., increased in severe infections. 


‘Ilotycin’ is available as Tablets of 100 mg. and 250 mg., and as ‘Ilotycin’ 
Paediatric for oral suspension. 








‘TLOTYCIN’ 


Originated by Lilly 





EL! LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 








The complete food, given by tube, 
that keeps her alive in hospital... 
is the complete food drunk from a cup, 


that builds her up at home. 








Patients who will benefit from 
Complan are those who do not 

or cannot eat enough normal 

food, or who need extra— 

such as invalids, sufferers from 
peptic ulcers and allied complaints, 
> the elderly, expectant and 

nursing mothers, babies and children. 


The complete food by 
Glaxo. Containing every 
nutrient essential to life. 





Trade mark 


In 1 lb. cartons and 14 Ib. tins. 
GLAXO LABORATORIES LTD, GREENFORD, MIDDLESEX, BYRon 3434 
Subsidiary companies or agents in most cowsitries. 
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NEW PROSPECTS IN THE TREATMENT 
OF HYPERTENSION* 
I. McD. G. Stewart 


M.D. Lond., M.R.C.P. 
CONSULTANT PHYSICIAN, VICTORIA HOSPITAL, BLACKPOOL 


In 1732 Stephen Hales related to the council of the 
Royal Society the details of a new and singular experi- 
ment. He described how he had inserted a “* brass pipe ” 
into the left crural artery of a mare. To this pipe he had 
affixed a glass. tube, finding then that ‘‘ the blood rose in 
the tube 8 feet 3 inches perpendicular above the level of 
the left ventricle of the heart.’ With each pulse the 
blood rose and fell. These proceedings did not pass 
unnoticed by the mare herself. As Hales remarked, she 
grew ‘“‘ uneasy.”’ Her pulse-rate became higher than he 
considered normal in a horse ‘‘ not terrified nor in any 
pain.” Whether the blood-pressure of a calm and happy 
horse might be less than 8 feet 3 inches he did not say. 
Indeed he could not. Nothing like this had ever been done 
before. It is perhaps of interest to us now to learn that, 
in effect upon the subject, this first measurement of 
blood-pressure was not unlike a good many million such 
estimations that have been made since. 


What is Normal Blood-pressure? 


This fundamental question was at once apparent to 
Mahomed, who, as a young registrar at Guy’s Hospital, 
declared: ‘‘ Before we can speak of a pulse as one of 
high pressure we must decide what is a pulse of normal 
pressure.”” Today we have to admit that the answer still 
eludes us. But of one thing we can be sure. By the 
influence of his thoughts alone, a man’s blood-pressure 
can be made to vary by scores of millimetres of mercury. 
Here is a factor that must at once mock all attempts to 
set out an individual standard in terms of figures. 

All the same, in group assessment, it seems that the 
sphygmomanometer may be able to sniff out the threat of 


TABLE I—RELATION OF BLOOD-PRESSURE TO MORTALITY OF 
INSURED WHITE MALES—PER CENT. ACTUAL OF EXPECTED 
DEATHS, CLASSIFIED ACCORDING TO DIASTOLIC AND SYSTOLIC 
READINGS ; BY AGES AT ISSUE 40-49, STANDARD AND SUB- 
STANDARD ISSUES COMBINED, EXPERIENCE FROM 1925 To 1938 
(DUBLIN ET AL. 1949) 


Diastolic pressure (mm. Hg) 








Systolic -. 2 
pressure | | | 
(mm. Hg) | 64-73 | 74-83 | 84-88 | 89-93 | 94-98 | 99-103 | 104-108 
108-117 ¥ 94 | 
118-127 be 86 | 103 | 122 | 
128-132 93 95 98 | 103 | 107 | 
133-137 111 | 103 | 109 | 118 | 139 | 
138-142 2 119 | 130 | 146 | 170 | 166 
143-147 146 | 142 | 176 | 225 168 
148-157 204 | 196 | 212 | 223 304 411 
158-167 dis | 221 | 408 421 | 


disease at a very early stage. Pickering (1955) cites some 
interesting data culled from the experience of insurance 
companies by Dublin et al. (1949) (table 1). 

The mortality among insured white males is shown as a 
percentage of expected deaths, in relation to diastolic and 
systolic pressure-readings measured at the first examination, 
within four age-groups. Dublin et al. found “a significant 
increase in mortality with relatively moderate elevation of 
blood-pressure.”” A group of men aged 40-49 had average 
initial pressures of only 164 systolic and 96 diastolic mm. 
Hg ; and this, moreover, when estimated under the disturbing 
influence of examination for life assurance. Taken casually, by 
their own doctors, the levels would surely have been lower 
still—in fact, well within that category of ‘‘ hypertonia ” 
which Evans (1957) claims to be a variation of the normal. Yet 
it was found that for the semen “ the mortality from cardio- 


*Extract from the Buckston Browne prize lecture to the 
Harveian Society of London, Dec. 12, 1956. 


6999 





ORIGINAL ARTICLES — 


foot. 19, 1957 


vascular-renal diseases was nearly four and a half times the ‘% 


average for all standard risks.” 

In his unique personal study of a thousand hyper- 
tensive patients followed over some twenty years 
Bechgaard (1957) has demonstrated the manner in which 
hypertensive mortality ‘‘falls with advancing age” 
being at all ages relatively much less in women. Old 
ladies, indeed, thrive, it seems, upon diastolic pressures 
up to 120 mm.Hg. 

Perhaps, then, all that we can say of normality is that 
we should each adopt a standard technique of measure- 
ment, taking our readings after allowing our patients a 
brief fixed period of recumbency. Thus we can obtain a 
very rough but personal (and so valid), standard environ- 
ment. We must know our patients, and ourselves, and the 
atmospheres that we create with each patient individually. 
We must bear in mind the many thousands of readings 
that we take with our own machine on patients whom we 
consider to be normal and abnormal, taking note how 
such figures relate to the interpretations of our colleagues, 
and to the further destinies of those same patients. 
Finally, it seems that, making an exception for elderly 
ladies, we should regard as most favourable pressures 
that, uninfluenced of course by any pathogenic cause of 
hypotension, are well below average on any occasion that 
we may chance to make the measurement. Whether we 
take this level to be ‘“‘ normal” is a matter of taste. All 
we can be confident of is that such patients, as a group, 
are less likely than their fellows to die of cardiovascular 
disease. 

AEtiology as a Guide to Treatment 

It has become customary to speak of hypertension as 
primary or secondary. These are misleading terms. The 
word “‘ secondary ” implies a sequence of cause and effect. 
Very rarely, however, does hypertension fall into any such 
identifiable relationship. An association there may well 
be—we see it in acute nephritis. Yet, as was precisely noted 
by Mahomed, here the blood-pressure rise precedes evidence 
of kidney damage. In no sense is the hypertension 
secondary. To my mind, therefore, it would seem better 
to designate the hypertensions of this type as “ asso- 
ciated ”’ rather than ‘* secondary.” 

By the term primary, or essential, we mean that not 
even such an association is apparent to us. According to 
Pickering (1955) this form of hypertension does not 
deserve to be considered as a “ specific disease entity.” 
He deprecates the ‘‘ long and futile search for a single 
specific cause,’ and goes on to say that, after many years 
work upon the problem it was, for him, “‘ as though the 
veil had been lifted,’’ when he came to realise at last that 
‘“‘ the problem of the cause of essential hypertension is the 
problem of the cause of the variations of pressure in the 
population at large.” 

I must confess that the manner of this revelation has 
never been entirely clear to me. The relation between 
blood-pressure level and hypertensive disease does not 
follow a mathematical scale. It may well be that a raised 
blood-pressure, found upon even one occasion, should be 
taken as casting a shadow into the future. But the subject 
of such a finding is perfectly well. It is not yet certain 
that his prospect of survival is diminished. He is not 
suffering from essential hypertension. That grim label, as 
we use it, must surely imply engulfment, inexplicable and 
perhaps quite sudden, within an evil vortex of illness in 
which hypertension, of a degree sufficient to threaten 
cardiovascular complication to the particular individual 
concerned has become established. Here is a uniform 
event which would seem to proclaim, all too clearly, a 
defined and active malady. The moment of its onset is 
imperceptible, but that is not to deny its reality. In like 
manner we cannot define the exact moment at which 
darkness breaks into dawn, but between noon and mid- 
night there can be no mistake. As for the alleged search 
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for a “single specific cause,’ it must surely be many 
years since anyone thought of essential hypertension as a 
disease of single etiology: heredity, age, sex, environ- 
ment—clearly all are concerned. The plain fact remains, 
however, that despite much endeavour by the clinical 
scientists nobody yet can identify the exact nature and 
working of the causative factors. 


Rationale of the Modern Treatment of Hypertension 

What, then, if we know nothing of etiology, is the basis 
of the improved prospects in treatment? It consists, of 
course, in the arbitrary reduction of raised arterial pressure 
by techniques designed to inhibit sympathetic mainten- 
ance of arterial muscle tone. The surgeons began it 
with sympathectomy. Now we have the new ganglion- 
blocking compounds. The value of all this, however, as an 
empirical method of treatment, can be assessed only 
against controls, and in the light of what we know of the 
natural history of the disease. 


Prognosis and Cause of Death 
Hypertensive patients do not live long. The gradings 
in table m are from the classification by Keith et al. 


TABLE II-——-PERCENTAGE OF HYPERTENSIVE PATIENTS DEAD AT 
YEARLY INTERVALS AFTER FIRST EXAMINATION (KEITH ET AL., 
1939) 








Grade 
Year I “Ge eae 
1 10 12 35 79 
2 20 23 67 88 
3 30 38 78 94 
‘ 30 42 78 98 


(1939), based upon retinal appearances. Grade Iv implies 
the ‘‘ malignant ”’ phase, with arteriolonecrosis and papill- 
cedema. Nearly all these patients are dead within a year. 
Even more significant, perhaps, is that fact that about 
half of the grade-11 patients are dead within four years. 
Remember that, at their first examination, these patients 
had hypertensive changes only in the retinal arteries, the 
typical sausage-stringing, without exudates or hemor- 
rhage. Most died from cardiovascular disease in heart, 
brain, or kidney (table 11). 

These tables suggest that hypertension itself causes the 
vascular lesions. Much experimental evidence, including 
the classic demonstration by Wilson and Byrom (1939) of 
vascular lesions developing in the “‘ unprotected ”’ kidney, 
has pointed to the same conclusion. Moreover, for many 
years physicians have been aware that hypertensive 
retinal lesions tend to develop in direct ratio with the 
height of the pressure and the speed with which the rise 
is attained. Even more significantly they have noted that 
this process may be reversible. 


Two Assumptions 

All the evidence then, both experimental and clinical, 
would appear to justify two basic assumptions : 

1. Hypertension disables and kills only through its secondary 
vascular effects. 

2. Reduction of blood-pressure may arrest or postpone these 
effects. 

From this we can formulate a rational basis for the 
modern treatment of hypertension: exclude the rarities 
of known causation (e.g., pheochromocytoma, coarctation 





TABLE III—CAUSE OF DEATH AT NECROPSY (SMITH ET AL., 1950) 
7 ee ee ee oe 
Grade | Total no. | Cardiac failure (in- | | Un- 
(Keith et| of cases | cluding coronary- | Stroke | | Ureemia | related 
al., 1939) artery disease) | 





I ; 100 28 | 9 3 68 
II ; 100 46 |} 47 a } 
76 «| 39 om Tee. |; ae 
I 1606 |—Cls59 


Vv 100 22 








of the aorta, and unilateral renal disease), then use any 
means to force down the abnormally raised blood- 
pressure. This will diminish the cardiovascular complica- 
tions and so improve and prolong life. 

The best criterion of success in treatment is survival. 
Now let us see what can be done with the new compounds. 


Treatment of Hypertension by 
Ganglion-blocking Agents 

Smirk (1954) first reported that after eighteen months 
75% of patients with malignant hypertension treated with 
methonium compounds were alive, compared with 12% of 
a control series; later McMichael (1956), also using 
methoniums, found a five-year life expectancy of 50% in 
a group of malignant hypertensives with blood-urea 
initially below 60 mg. per 100 ml.; now Smirk (1956) has 
claimed a 57% survival in 44 such patients over a period 
of six years, compared with 1% in the untreated controls 
described by Keith et al. 

We must next ask ourselves what influence these 
promising reports should exert on our management of 
patients who have not entered the malignant phase. 

You will notice that I do not use the word “ benign.”’ This 
adjective was first used in connection with hypertension by 
Fahr, who sought to make a distinction in histopathology. In 
the light of what we know about prognosis in all patients whose 
blood-pressure remains considerably raised, and bearing in 
mind that in only some 2% of these does the disease ever 
become “‘ malignant,” I think you will agree that our readiness 
to accept the term “ benign ”’ as a clinical description of any 
form of hypertension reveals in our profession a remarkable 
incapacity to appreciate the meaning of words. 

At once we find ourselves faced with some fundamental 
questions. Why, for example, if this technique of pressure- 
reduction has proved so effective in patients with largely 
irreparable cardiovascular damage, should it not be used 
in all patients with fixed hypertension? We know that 
it is the secondary effects which prove fatal. Why not 
cut short the hypertensive rise as soon as it be recog- 
nised ? Would not this preclude the development of the 
fatal vascular lesions? These questions concern the 
comfort and capabilities, the peace of mind and survival, 
of millions of citizens in England alone. 

Witts (1954), among others, has held that use of the 
new preparations should be restricted to patients with 
malignant hypertension or hypertensive encephalopathy. 
But this, surely, is to deny the fact that many other forms 
of hypertension, though technically not “ malignant,” 
constitute only a slightly less potent threat to life. Since 
the mechanism of the fatal process is fundamentally the 
same in all forms of hypertension, should we not then 
rather ask ourselves what reasons can there be for not 
seeking to lower the pressure of these patients also ? 

My own feeling is that there is only one serious objec- 
tion—but this is formidable indeed. Treatment with the 
ganglion-blocking compounds demands the active co- 
operation of the patient, who thus has to be told all about 
his blood-pressure. Frequent sphygmomanometer read- 
ings are required during the first weeks, and regularly 
thereafter. This must impose a very serious anxiety 
burden, and we are bound to admit that, in applying this 
remedy, we must, at present, expose our patients to a 
psychological danger comparable with the physical threat. 
Somewhere, then, a dividing-line has to be found. 


Evident Hypertensive Vascular Damage 

In addition to the victims of malignant hypertension, 
there is another, much larger, category of hypertensive 
patients who should receive the new treatment. This 
includes most of those in whom hypertensive vascular 
damage is already apparent. Hypertensive left ventricular 
failure, encephalopathy with or without fits, and hyper- 
tensive renal damage are all manifestations which demand 
attack by forced reduction of blood-pressure, unless there 
be recent arterial thrombosis, incipient uremia, or extreme 
old age, to contra-indicate it. 
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Smithwick and T hismeneihi (1953) studied the effect of 
sympathectomy in patients of this type, and found evident 
improvement in survival-rates after surgery. Even better 
results from medical treatment with the new compounds 
are now beginning to appear. Smirk (1956) and his 
colleagues in New Zealand have already obtained a 
much increased survival in a six-year follow-up of 320 
patients. 

Most physicians, hitherto, have necessarily confined 
their attention largely to recording clinical progress. 
Opinion is universal that benefit is great. Cardiac failure 
can be overcome and dyspnea reduced ; heart-size tends 
to diminish and retinal changes to regress ; more slowly 
electrocardiographic patterns of left ventricular strain 
incline to become less pronounced. McMichael (1956) 
believes that significant relief may also be afforded to the 
kidney. Smirk, indeed, maintains that “‘ the prevention 
of strokes is the major problem remaining.” 

It would be a pity to claim too much. Shirley Smith and 
Fowler (1955), differing here from Smirk, thought that 
hypotensive treatment “could not take the place of 
digitalis and mersalyl in the initial treatment of conges- 
tive heart failure, but by controlling the pressure it might 
prevent a recurrence.” This has been my own experience. 
Even one previous atta¢k. of pulmonary cedema persuades 
me, in general, to persist with digitalis and, for a time at 
least, with the intramuscular mercurial diuretics as well. 


Gross Sustained Hypertension without Symptoms 


It seems reasonable, then, to offer hypotensive therapy 
to most patients with overt cardiovascular lesions. Should 
it be used in any other circumstances? According to 
Pickering (1955), ‘“‘ patients requiring no specific therapy 
are in general those without symptoms ...”’ May 1 
emphasise, however, that symptoms are important only 
in so far as they indicate vascular damage. In hyper- 
tensive patients they are very often the produce of anxiety, 
deriving solely from knowledge of the raised pressure. 
Headache, for example, nearly always has this origin. 

On the other hand the patient may be in grave peril 
without complaint of any kind. A young man of 35 may 
be found by chance, at a life-assurance examination, to 
have a resting diastolic pressure of 130 mm. Hg with 
a bad family-history of hypertensive disease; a few 
months later the pressure may have risen still further. 
Such a man may feel perfectly well. There may be no 
physical signs apart from the diastolic reading, and all 
the special investigations may be normal. Yet we can be 
sure that on a long-term view, even of a few years, he is 
in grave danger. Should we withhold effective therapy 
until vascular damage’ is evident ? 

Here the first step should be to observe the effect of 
bed rest. But if, despite rest and sedation, the pressure 
remains virtually unchanged, are we now to run the risk 
of changing a happy extrovert into an anxious creature 
constantly preoccupied with his blood-pressure ? 

My own feeling is that the answer should be Yes. Fully 
conscious of the significance of the step, the physician 
should explain simply that the blood-pressure is raised 
and must be brought down. The confidence and coopera- 
tion of the patient should be sought and effective hypo- 
tensive therapy begun, since the danger that his life will 
be spoiled by the knowledge of his condition is less than 
the calculated risk that it will be damaged and shortened 
unless something substantial be done. Perhaps one of the 
best of the new prospects in hypertension awaits patients 
of this type. 


Moderate Sustained Hypertension without Symptoms 


Logically it may be supposed that forced lowering 
even of moderate sustained hypertension should com- 
monly prolong life in all patients short of old age, 
particularly in men. Solely on account of the anxiety 
factor such therapy is, however, probably best withheld 
for the present outside the groups that I have specified. 


Let me add that no patient should be told about his 
blood-pressure unless treatment demanding his knowledge 
and cooperation be intended. So often, in a few words, 
we destroy for a lifetime the peace of mind of our patients 
while merely offering advice that could be given just as 
well without betrayal of its purpose. 

All this is very far from saying that, short of autonomic 
paralysant therapy, no treatment is of any value. Change 
to a gentler tenor of life, weight reduction with carbo- 
hydrate and salt restriction, sedatives, encouragement and 
reassurance, with digitalis and mercural diuretics as 
required, all tend to lower pressure, to improve health, 
and no doubt to prolong life. They may be usefully 
employed, with pressure taken casually and 
seldom, in those middle-aged ladies in whom, for decades, 
hypertension does indeed remain almost ‘“ benign’’. 
Should the hypertension take a sterner turn, however, 
these resources alone will be powerless to arrest its 
inexorable progress. 


Choice and Use of Drug 

Only with the introduction of the ganglion-blocking 
agents was real progress made in the drug treatment of 
hypertension. Virtually they may be said to have sup- 
planted surgery upon the sympathetic symptom. As yet 
no other drug can compare with them. 

I say this fully aware of the present vogue for reserpine. The 
derivatives of the rauwolfia shrub have long been renowned in 
Hindu medicine as a remedy for madness, dysentery, insomnia, 
and various other not obviously associated maladies. Their 
hypotensive action, however, has appeared to me to be slight, 
and their depressive side-effect severe. 

The virtue of the new compounds lies in their selective 
action on arterial tone, with influence on neuromuscular, 
cerebral, and renal function reduced to a minimum. 
During the past year or two it has been realised that, 
despite theoretical objection provoked by erratic blood- 
levels, they work very well when given by mouth. Thus 
they impose no great burden on the patient. Upon 
blood-pressure their influence is potent, practical, and 
reasonably predictable. 


Extent of Pressure-fall to be Attempted 

The object originally sought by many was a forced 
reduction to some hypothetically normal level. This, in a 
patient going about his daily affairs, I found to be 
impossible and the attempt dangerous. Fortunately, 
however, it soon began to appear that the improvements 
already described might be set in train, and great benefit 
accrue, without the need for any very profound lowering 
of the raised pressure. 

Let me take as an example the first four patients with 
malignant hypertension that I treated with autonomic- 
paralysant drugs (table tv). All were middle-aged men. Pre- 
liminary investigation and treatment was done in hospital. 


TABLE IV—-MALIGNANT HYPERTENSION TREATED WITH PENTO- 
LINIUM BY MOUTH 
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} Subsequent 
} oo | average 
Patient Age Presenting B.P. | standing | Result 
\(yr.)| symptoms (mm. Hg)| diastolic | 
pressure 
| (mm. Hg) | 
| T 
1 | 58} Severe visual 250 119 After 38 months 
| defect; — | vision good. Full 
| | dyspnoea. ; 150 | | office work. 
2 | 69 | Severe visual, 225 | 4118 | Fatal stroke after 
| defect. = 18 months. Vision 
| 140 | had been much 
| | } | improved. 
3 | 53 | Severe visual >260 | 113 After 36 months, 
, | defect; | vision much 
| ayspncee. 180 roved. Salle 
| usiness. 
. | 6A ‘Severe visuall 250 121 After 36 months, 
| defect; - vision much im- 
proved. Full office 
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Renal function in each was fairly good. When first seen they 
all had gross papillcedema with severe visual defect. They were 
unable to read, and could recognise faces at a distance of no 
more than a few feet. Their diastolic pressures varied between 
165 and 190 mm. Hg. In all there was clinical, radiographic, 
and electrocardiographic evidence of severe left-ventricular 
failure. 

Now the essential point about these patients is, that by the 
standard of their blood-pressure levels alone the control 
achieved has been very poor. Despite high dosage, varied 
repeatedly under my own direct observation, the standing 
diastolic levels have seldom been below 115 mm. and often 
above 140 mm. Hg. Yet, after more than three years, 3 of these 
men continue active in their business, with good vision and no 
gross disability. In their ocular fundi a few hard macular 
exudates and slight residual blurring of the disc edges, together 
with the original spastic arterial changes, are all that remain of 
the original gross retinopathy. There has been corresponding 
cardiac improvement. The 4th man also did very well until he 
died suddenly of a stroke after eighteen months. Mortality 
figures of the type that have been quoted suggest that, without 
treatment, all 4 should have been dead at the end of about 
six months. 

With the latest preparations it is becoming easier to 
obtain a smooth and more substantial response. Yet it 
would appear that even a limited depression of the blood- 
pressure is capable of achieving a clinical effectiveness 
comparable with that claimed by workers who have 
practised the most exacting control. It is as though some 
vicious circle can be broken. Realisation of this must 
greatly encourage our hopes for the future. 

The Future 

I have tried to formulate a set of principles as a guide 
to the treatment of hypertension with the new hypoten- 
sive agents. Our present ideas about. the selection of 
patients are likely to change rapidly. Already we can 
claim that the value of the method is no longer wholly 
uncontrolled. With the ‘‘ malignant ’’ phase, indeed, the 
control is good and here the results of the new therapy, 
judged by the ultimate criterion of survival, have been 
shown to be excellent. With severe hypertension short of 
‘** malignancy”’, the evidence of controlled clinical observa- 
tion points decisively in the same direction. Admittedly 
we have as yet no control with uncomplicated hyper- 
tension. Nevertheless, the findings of life-assurance com- 
panies must lead us to suppose that any sustained rise of 
arterial pressure occurring short of old age, particularly 
in men, presents a grave long-term threat—and this in 
consequence of that very mechanism of vascular damage 
that we can see halted in its later stages by forced 
reduction of arterial pressure. 

Is there not, therefore, a case for a controlled trial of 
the new agents with every degree of established hyper- 
tension ? Might not life be thus sometimes greatly pro- 
longed, perhaps for decades? If such immense benefit 
could be proved, might not the whole climate of pro- 
fessional and public opinion undergo a salutary change ? 
Would there not then be a hope that the act of revealing 
to the patient the fact of his hypertension need not 
inevitably release a flood of anxiety symptoms ? 

Perhaps soon we shall be provided with a tablet that 
we can rely on to hold down pressure gently and evenly 
for twenty-four hours. The difficulty then will be to 
persuade people to take the thing regularly, yet without 
alarm, when all the time they feel perfectly well. 

Such are the possibilities that face us in the immediate 
future. They open a cheerful prospect. Some day perhaps 
the clinical scientists will reveal for us the ultimate causes 
of hypertension. In the meantime, for the first time since 
Stephen Hales so alarmed his horse, there is appearing 
real hope of lasting benefit for many thousands of men 
and women whose lives hitherto have been under constant 
threat of death or damage. 

Summary 

Hypertensive disability and death are caused by the 

secondary vascular lesions. 


Arbitrary reduction of blood-pressure can delay or 
arrest these lesions. 

A relatively slight fall in pressure may suffice. 

For this purpose the ganglion-blocking agents given by 
mouth are potent, practical, and reasonably predictable 
in their effect. 

In view of the grim prognosis it seems reasonable that 
the use of this technique should be extended eventually to 
most forms of established hypertension. 
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TREATMENT OF 
TUBERCULOUS MENINGITIS 


A COMPARATIVE TRIAL 
BY 
A SCOTTISH JOINT COMMITTEE * 


Tue problem of the best way to use the different forms 
of chemotherapy now available in tuberculous meningitis 
still requires attention. Continued study of varying 
patterns of treatment is desirable not only with a view 
to determining whether one is more effective than 
another, but also in order to reduce the discomforts 
to which the patient is subjected when treatment involves 
the use of injections, especially by the intrathecal route. 
This combined Scottish study was planned as a result of 
the suggestion made by Anderson et al. (1953) that a 
marked reduction in the use of intrathecal medication 
with streptomycin did not diminish the efficiency of 
chemotherapy. 

Material and Methods 


Cooperating Units 

Table 1 indicates the centres which took part in the 
trial and the numbers of cases treated at each. These 
are the main receiving units in their districts, and in all 
of them patients are accepted for admission without 
previous selection. The first patients were admitted in 
July, 1953, and the last in June, 1955. The minimum 
period of surveillance at the time of final review (March, 
1957) is therefore one year and nine months. 


Wilson, 
Witts, ove 


Administrative Arrangements 

Special case-sheets were prepared and methods of 

recording were standardised by a previous definition of 
terms. All the patients underwent a careful clinical 
examination, which included Mantoux testing and radio- 
graphic studies. Bacteriological confirmation of the 
clinical diagnosis was sought by systematic examination 
of initial specimens of cerebrospinal fluid (c.s.F.) by 
direct microscopy, by culture, or by guineapig yy? geen 
The cellular, protein, and sugar content of the c.s 


* The committee consisted ‘a ec’ ANDERSON (chairman) ; 
J. Crorron, M. B. Eapre, P. Hay, W. M. JAmIEson, 
M. R. Kerr, R. Lams, J. B. Lanpsman, J. H. Lawson, 
A. W. McCrorie, P. McKenzie, A. L. K. Rankin, 
E. D. M. J. Tuomas, and F. W. A. TuRNBULL (clinicians) ; 
and W. McNavent, G. B. 8. Roserts, and S. 4 
Stewart (pathologists). The report was prepared by 





T. Anderson, Department of Infectious Diseases, Univer- 
sity of Glasgow. 
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TABLE I—-NUMBER OF CASES TREATED AT EACH CENTRE 


_ Hospital | No. of cases 

Rue hill (Glasgow) FP oe oe és 51 
Belvidere (Glasgow) wi é2 es ee 26 
Southfield (Edinburgh) ‘ Kel ait 14 
King’s Cross (Dundee) i ay oy 10 
Knightswood (Glasgow) .. a ee 5 
Gateside (Greenock) “ye ae 5 

Total .. a3 Ss 111 


was estimated on admission and weekly during the course 
of treatment. At the time of this weekly lumbar puncture 
an assessment of the clinical condition was made and 
recorded on a special summary form. 


Definition of Treatment Groups 

Cases were allocated by random selection to three 
treatment groups in the following way. When it was 
decided to include a patient in the trial, a numbered 
envelope was opened and a card withdrawn which 
indicated the form of treatment to be adopted. 198 
of these envelopes were prepared at the start of the trial, 
containing equal numbers of cards representing the three 
forms of treatment... ‘These were divided in random 
fashion among the different centres. The three schedules 
of treatment were : 

Standard group.—This group was given streptomycin 
intramuscularly and _ intrathecally. Treatment was 
continued for at least six months with intramuscular 
streptomycin in daily doses of 1 g. for adults and pro- 
portionally smaller amounts for children. Intrathecal 
therapy was given daily for twenty-eight days in a dose 
of 100 mg. or less, according to age. Thereafter intra- 
thecal injections were given three times weekly, twice 
weekly, and once weekly for consecutive periods of four 
weeks each. Throughout, p-aminosalicylic acid (P.A.Ss.) 
was given orally in a maximum dose of 15 g. daily. 
Isoniazid therapy was deliberately withheld, at least for 
eight weeks from the start of treatment. 

Isoniazid group.—Isoniazid and P.A.s. were adminis- 
tered throughout the entire period of therapy. Isoniazid 
was administered in a dose of approximately 10 mg. 
per kg. of body-weight daily to a maximum of 500 mg. 
daily. The dose of P.A.s. was the same as that used in 
the Standard Group. During the first week of treatment 
patients received streptomycin daily by intramuscular 
and intrathecal injection, in the same dosage as in the 
Standard Group. Thereafter no streptomycin was given ; 
hence for this group isoniazid and P.A.s. were the sole 
forms of chemotherapy for all but the first week of the 
treatment .course. Treatment was continued for at 
least six months. 

Compromise group.—During the first week the treat- 
ment was the same as in the Isoniazid Group. Through- 
out the remainder of the period of treatment the patient 


TABLE II-—-COMPARISON OF THREE TREATMENT GROUPS AS 
REGARDS AGE-GROUP AND CLASSIFICATION OF DISEASE 


| Compromise 





Standard } Isoniazid 
Age-group group | group | group 
(yr.) |- | Total 
* EjI A/E/I A | E Ijal 

—_—|——_ , |_| ___|_|_— as Ses ee 

0-2 olfgiol{2}i|asi141)}11/3 1] 22 
(1) | (2)| (3) 

3-5 O9,/o)3)}2/)/3/)3)/2) 4/1] 18 
(2) (1) | (3) 

6-10 #/¢@/o0/3/;6/;)2)1)4)0 1 2 
(1) (1) (2) 

11-15 ere 1 Oy Ose TST eee 8 
(1) (1) 

16-20 }9;5)/O0)/1/3)1/5) 2) 2) 19 
(3) a)| a)! ) 

21 or more O;4/2}/o;7 4) 3 6 | 2 | 28 
(2) (1) | (2)| () (1) | (7) 
fay A ath dl eran MS Meech vie FB) EE a Da 

Total 5 | 20| 5 | 8 | 23 | 12 12/18 8 | 11 
(6) | (2) | (2) | (4)| G) @) (4) | (21) 


| 30 if 43 ee 38 111 





Numerals in parentheses denote deaths. 
E, early. I, intermediate. A, advanced. 
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was given isoniazid and P.A.s. as in the Isoniazid Group, 
with the addition of two doses of streptomycin weekly 
by both the intramuscular and the intrathecal routes. 
The dosages of streptomycin used were as in the 
Standard Group. Treatment was continued for at least 
six months. 

The participating clinicians agreed that they would 
persist in the allocated treatment for at least eight weeks. 
At the end of this time each clinician was free to make 
such changes as he might consider desirable. 


Results 

Similarity of Treatment Growps 
The total series is 111, of which 30 were in the Standard 
Group, 43 in the Isoniazid Group, and 38 in the Com- 
promise Group. The difference between the totals is 
explained partly by the exclusion of cases started on treat- 
ment without confirmation of the presence of tuberculous 
meningitis, and in which such confirmation was not 
obtained, and partly by the fact that the total of 198 
eases at which we aimed originally could not be reached 


TABLE IIIT—COMPARISON OF THREE TREATMENT GROUPS IN 
RESPECT OF OTHER CHARACTERISTICS 


lstandaralisoniagia| C Compromise) rota} 


Characteristic 





group | group group 
Close family « contact with 3 
tuberculosis | 9 15 11 5 
(82%) 
Radiographic evidence of e| 
pulmonary or munany | 
tuberculosis ™ 15 33 29 77 
(70%) 
Tuberculous lesion (other 
than pulmonary) 1 4 3 8 
(7%) 
Choroidal tubercles 3 | 5 6 14 
(13%) 
Smear | 20 30 29 79 
M. tuberculosis | | (66%) (70%) (76%) (72%) 
present in Culture | 9 24 18 61 
Guineapig) 17 23 19 59 
Total confirmed bacterio- | 
logically by one or 
other method — -- | 27 42 38 107 
| 
Total } 30 | 43 38 111 


in a reasonable time. Towards the summer months of 
1955 the numbers of admissions of tuberculous meningitis 
had fallen considerably, and it was decided to close the 
trial with the numbers then on the list. 

Table nm shows the subdivision of the three groups in 
respect of age-distribution and classification of stage 
of illness on admission. (The cases were classified accord- 
ing to the descriptions originally used in the Medical 
kesearch Council trial (1948).) In what is a comparatively 
small series it could not be expected that the groups would 
prove identical. Table 1 shows that the Isoniazid and 
the Compromise Groups contained an excess of patients 
in the younger age-groups and, therefore, of those 
classified as advanced. Such distributions have at least 
this advantage—that they are not favourable to the 
forms of treatment under test. 

The data supplied in table 11 show that, although the 
three groups cannot be regarded as equivalent, there is 
again no evidence that the Isoniazid or Compromise 
Groups represented a less severe form of meningitis. 
It will be noted that in 4 patients bacteriological support 
for the diagnosis was not obtained. In each of these 
the clinical record and other information left no doubt 
that the diagnosis of tuberculous meningitis was correct. 


Effect of Treatment 

Mortality.—_There were 21 deaths in the series, 
Bernese a mortality-rate of 19%. Of these deaths, 
8 were in the Standard Group, 6 in the Isoniazid Group, 
and 7 in the Compromise Group. The distribution of the 
deaths in respect of age and clinical classification has 
been included in table m. So far as age is concerned, 
there is an excess of deaths among the youngest and 
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oldest age-groups in each of the treatment groups— 
a finding which accords with general experience. As 
regards the classification on admission, only 1 death 
occurred among the 25 classified as early ; 10 among the 
61 classified as intermediate; and 10 among the 25 
advanced cases. Comparison ‘of the treatment groups 
suggests that there was little difference between them as 
regards outcome. It is worth drawing attention to the 
fact that 15 patients died within twenty-eight days of 
admission to hospital (Standard Group 5, Isoniazid 
Group 5, and Compromise Group 5). This is important 
in confirming that each group contained a reasonable 
proportion of severe cases but also is of value in indicat- 
ing that the treatment groups which received minimal 
intrathecal injections did not experience an excess of 
early deaths as a result of the reduction in intrathecal 
medication. The precise causes of death and duration of 
illness of those who died are listed in table tv. 


TABLE IV—-ANALYSIS OF DEATHS IN THREE TREATMENT GROUPS 


Treat- |p Dura- 











ment | Classifi- Age | tion till 

group cation | (yr.) death Remarks 
and no. (days)* 
Standard 

1 I 18 40 Became increasingly wey. 
| — hemiplegia, hg 

2 I 23 =| 7 Rapid deterioration. P.M. 
} extensive tuberculous 
| bronchopneumonia 
| 

3 I 7. oe Persistent vomiting. P.M. com- 
| municating hydrocephalus 

4 I 25 2 Sudden deterioration. P.M. 

extensive tuberculous menin- 
| gitis 

5 I 18 | 26 Right hemiplegia, spinal block. 
extensive miliary tuber- 

pon B= caseating focus left 
| apex, communicating hydro- 
cephalus 

6 I 17 21 i dy ~~ quadriplegia. 
| inal pneumonia, 
ees pane aa 

7 A 3 | 4 Rapid deterioration. No P.M. 

s A 2 38 Steady deterioration. No P.M. 

Isoniazid : 

1 I 7 | 240 | Developed thalamic obesity. 
| gudden death. P.M. large 
| | tuberculoma 

2 I 54 20 | Bilateral pulmonary tuber- 

culosis, steady deterioration. 
| No P.M. 

3 A 44 19 Hemiplegia. No P.M. 

4 A 24/10 | 15 Steady deterioration. No P.M. 

5 A 1*/55 | 3 Eameeeive miliary tuberculosis. 

oO P.M. 
6 A 21 =| 28 Steady: deterioration, right 
hemiplegia. No P.M. 


Compromise : 
1 





E 27 39 Sudden change 19th day. 
P.M. extensive cerebral 
hemorrhage, little evidence 
| of resid meningitis 
2 I 14 26 Developed right hemiplegia. 
No P.M. 
3 I 20 3 P.M extensive bilateral pul- 
monary tuberculosis with 
cavitation 
4 A "Is5 22 Convulsions, hyperpyrexia, 
| coma. No P.M. 
5 A 30 | 109 Sudden deterioration, coma. 
P.M. hydrocephalus 
6 A 1°/s9 3 Left hemiplegia. No P.M. 
7 A 20 | 19 Coma throughout. P.M. con- 


} genital tricuspid atresia 





* Duration till death =time from onset of yo 
P.M., post-mortem examination. E, early. intermediate. 
A, advanced. 


Relapse 

Relapse was observed in 3 patients : 

(1) Male, 12 years. Intermediate. Initial treatment group 
Standard. Recovery without complication. Dismissed after 
thirty-seven weeks, when chemotherapy was _ stopped. 
Relapsed after a year. Lymphocytic pleocytosis without 
symptoms or physical «signs. Treated with intramuscular 
streptomycin and oral isoniazid and p.a.s. Remained well 
during his six months in hospital and for the nine months 
since his second dismissal. 

(2) Male, 6 years. Intermediate. Initial treatment group 
Standard. Recovery without complication. Relapse immedi- 
ately after completion of initial six months’ course. Treat- 
ment as in Isoniazid Group for eleven months. Developed 
spinal block. Dismissed after seventeen months in hospital, 
well. Readmitted in second relapse eleven months later. 
Relapse on this occasion treated with streptomycin and 
isoniazid. Remains in hospital at present. 

(3) Female, 2'/, years. Intermediate. Initial treatment 
group Isoniazid; .chemotherapy stopped at six months. 
Discharged home well and uncomplicated after forty-seven 
weeks in hospital. Readmitted after a year with relapse of 
meningitis and reappearance of miliary lesions in lung radio- 
graph. Treated with streptomycin and isoniazid with recovery. 
Dismissed after forty-four weeks. Has remained well for nine 
months up to date. 

In a 4th patient (female, 10 years) who was included 
in the Isoniazid Group, an increase in the c.s.F. cell 
count was observed at routine lumbar puncture at the 
end of the sixth month. Treatment was reinstituted but 
was discontinued after ten days because of the obvious 
well-being of the patient and the rapid return of the 
c.s.F. to normal. This patient is not regarded as having 
relapsed. 

There was, therefore, no relapse among the patients 
in the Compromise Group, and only 1 true relapse among 
those in the Isoniazid Group. 


Complications 

Table v describes the complications encountered, 
from which it will be seen that many of these were 
present on admission and transient. The residual com- 
plications in the three groups were of similar type. The 
Isoniazid and Compromise Groups had a higher propor- 
tion of complications than the Standard Group (37%, 
31%, and 23% respectively), but this may be due to the 
fact that these two groups contained an excess of cases 
in an advanced stage of illness on admission. Of the 
transient complications spinal block was recorded most 
often, and facial paralysis was common. Residual 
complications included partial or complete limb paralysis 
in 9 cases, mental retardation in 4, visual upset in 3 
(of whom 1 was completely blind), and deafness in 1. 


Duration of Abnormality of C.S.F. 

Table vi compares the three treatment groups as 
regards the average duration of abnormal findings for 
cells, sugar, and protein. In compiling these figures 
deaths, of course, were excluded. In a few instances the 
c.s.F. was still abnormal at six months, and these cases 
have also been excluded. .The figures are therefore 
presented with reservations, recognising that they are 
obtained from small totals. They may be accepted as 
indicating a trend. It will be observed that in the 
Isoniazid Group the c.s.F. returned to normal a little 
earlier than in the others. It will be recalled that it was 
this group in which all intrathecal medication was 
discontinued after one week, although lumbar puncture 
was performed weekly thereafter for progress studies 
as in the other two groups. The curtailment of injections 
of streptomycin might be expected to reduce the amount 
of meningeal irritation. 

Duration of Stay in Hospital 

No useful conclusions can be drawn from such figures 
in view of the fact that the minimum period of stay in 
hospital was six months, and except in 1 case (where the 
patient dismissed herself irregularly) this period was 
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TABLE VI—-DURATION OF C.S.F. ABNORMALITIES IN TREATMENT 
GROUPS 





Duration (weeks) 





Constituent bap vid 
Standard Isoniazid Compromise 
group group group 
Cells a aul 25°5 18-8 20-6 
Sugar .. oot 16 11 13 
Protein oat 21 15 21 


The figures are thermo f for those patients whose C.s.F. returned 
to normal before dismissa 
exceeded by some oar The average durations of 
stay for the three treatment groups were: Standard 
Group, thirty-eight weeks; Isoniazid Group, thirty- 
four weeks ; and Compromise Group, thirty-four weeks. 


Changes in Therapy 

All the patients were kept on the allocated treatment 
for eight weeks. Thereafter, if progress was considered 
unsatisfactory, treatment could be altered at the dis- 
cretion of the clinician in charge of the case. The 











treatment changes recorded were as follows : 
Standard Group: Total number —_— additional therapy .. 13 
. pate isoniazid a 8 
nm increased dosage P P.A.S. 5 
Isoniazid Group: Total number ed additional therapy . 10 
given streptomycin (usually 
a gag ‘ ‘a ie 7 
ven creased osage 
isoniazid 3 
give n increased di 4 
Compromise Group: Total number given additional “th *Thacaey 6 
given aceeo tomy ote n 
(usually with 
frequency) 4 
given i d ag 
isoniazid “ ss 6 
given increased - 
P.A.S. en 6 


It will be observed that the greatest slicanber of changes 
was made among the patients on Standard therapy. This 


can be explained perhaps by a natural apprehension 
that, in this group, which was not receiving isoniazid, 
any seeming slowness in recovery would be attributed to 
its absence. These changes in treatment must seem 
to detract from the value of the trial, but it is difficult 
to see any way in which they could be avoided in dealing 
with an infection of such severity. 


Toxic or Other Side-effects of Treatment 

Side-effects are listed in table vir for the three groups. 
The only unusual ones were encountered in those patients 
receiving isoniazid: 4 patients developed a peripheral 
neuritis, and 1 had transient blurring of vision and 
incapacity to accommodate. The occurrence of neuro- 
pathies with isoniazid has, of course, been observed by 
others (Bieh] and Nimitz 1954, Katz et al. 1954, Dixon 
et al. 1956). It has been suggested that the administra- 


TABLE VII—TOXIC OR OTHER SIDE-EFFECTS OF TREATMENT 











Standard group Isoniazid group Compromise group 
Severe vomiting eng or diarrhea he ner 
(P.A,8.) 4 P.A.S. (P.A.8. 5 
Sensitisation Sensitisation ae 
(streptomycin) 1 (P.A.8.) 
e88 disturbance pe at of h 
. (streptomycin) i (isoniazid) 1 streptomycin) 
Peripheral neuritis | P fee re Fy _— 
(isoniazid) 2 | 








tion of this chemical in very high dosage should always 
be allied with a high intake of pyridoxine. None of the 
patients in this series was given pyridoxine. 


Discussion 


The primary objective of the trial was to find if the 
reduction or elimination of intrathecal therapy made 
any difference to efficiency of chemotherapy in tuber- 


TABLE V—-COMPLICATIONS IN THREE TREATMENT GROUPS 




















Treatment Classification Conerntew 
group and Age (yr.) ; 
_— Transient Residual 
Standard : 
1 I 6 Left facial paralysis Nil 
2 I 12 Leg contractures 
3 I 9 None ental retardation 
4 I 17 None Right 6th nerve ysis 
5 I 17 None an but this was previously 
6 A 21 Spinal bloc! Paralysis both es deafness 
7 A 2"/s Right ‘as eakness right arm and leg 
Isoniazid : 
1 E 16 Bilateral ptosis Nil 
2 E 3*/, None Left hemiplegia 
3 I 7 Right hemiplegia noted for 2 days N 
4 I 4*/, None Weakness right arm and eg blindness, tuber- 
eulomata m removed from left parietal region 
5 I 5 Spinal block 
6 I 1 Partial spinal bl ook Nil 
7 I 6 i — Weakness left hand 
8 I 46 > ieee of ‘of bladder Nil 
9 I 2 Botnal bloc Nil 
1! a * Spasticity Piz. Nil 
Pi vy 
12 A 16 Spinal b lock Nil 
13 A 15 Spinal bloc Left facial paralysis, left hemiplegia 
14 A 2 Blind = oth to 36th day Nil 
15 A 27 Spinal b Nil 
16 A 10 Strabisenas i left eye Left hemiplegia, improving 
Compromise: 
1 E 17 None 5*/, mos. after o treatment left 6th 
nerve oasalyens, yy vision 
2 E 17 3rd nerve paralysis Nil 
behing «| epee Wana nt to 
emiplegia eakness 
5 I 4 Non Left hemiplegia, t « agen 
6 I 41 BS) | ht ee hesmtangee for 1 month then right | 8 <A blurring of vision, sligh loss o visual 
m month 
7 I 24 Partial spinal block ,] Nil. 
8 I 21 Slight ataxia and oy aa right arm Nil 
9 I 5 — “gad left foot Nil 
10 I 10 > ng Nil 
11 I 8 one Mental retardation 
12 A 10?°/,5 None Mental retardation 











E, early. I, intermediate. A, advanced. 
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culous meningitis. The results which were obtained in the 
Isoniazid and Compromise Groups were satisfactory in 
respect both of total mortality and mortality in the 
first twenty-eight days of treatment. Emphasis is 
attached to these early deaths because it seems probable 
that, if the schedule of chemotherapy adopted had been 
ineffective, there would have been an excessive mortality 
in the preliminary stages of treatment. In. the same 
way weight should be placed upon the small number of 
relapsed cases. Here again one would expect that, if 
chemotherapy were deficient, this fact would be shown 
up in the liability to relapse. Only 1 relapse was seen 
among the 68 cured patients included in the Isoniazid and 
Compromise Groups, a result which suggests effective 
cure. Finally, the return of the c.s.F. to normal was 
slightly more rapid in the patients receiving minimal 
intrathecal therapy. 

We have intentionally made no attempt to apply 
statistical formule to the figures, for in such a small 
series containing many variable factors it would be difficult 
to know which statistical device to employ. But, when 
all the criteria of assessment point in the same direction, 
we believe we are justified in concluding that the reduc- 
tion of intrathecal therapy is rational. 

Our findings have especial importance because of the 
general reduction in the number of cases of tuberculous 
meningitis ; for this means that individual units are now 
called on to treat few cases. Although lumbar puncture 
is very safe in the hands of experts, when such experience 
is lacking the operation can indeed be hazardous. We 
believe that repeated lumbar puncture with intrathecal 
medication need not be regarded as an essential part of 
the chemotherapy of tuberculous meningitis. While 
there is much to be said for arranging that the reduced 
numbers of these serious cases should be concentrated in 
special units, the results of this trial make treatment 
simpler and safer when this is not possible. 

We do not want to seem to suggest the adoption of 
any standard pattern of treatment, for such an advocacy 
would be most undesirable in a disease so lethal as 
tuberculous meningitis. When the diagnosis is first 
made, cases can show great variation in their apparent 
severity, and in such circumstances the wise clinician 
is likely to attach less importance to the results of some 
statistically satisfactory trial and to feel that it is his 
duty to give the patient the benefit of every chemothera- 
peutic device. In such circumstances he may well feel 
a compelling need to administer some of the strepto- 
mycin intrathecally. Our results suggest that the duration 
of this period need not be long, and that the patient 
may thus be saved what was an undoubtedly severe dis- 
comfort. Further, as convalescence becomes established, 
a reduction of the number of intramuscular injections of 
streptomycin seems reasonable, and a course of two or 
three per week will prove adequate. 


Summary 

111 cases of tuberculous meningitis were alijocated, 
by random selection, to three treatment groups. In the 
Standard Group chemotherapy was with streptomycin 
(by both the intramuscular and intrathecal routes) 
and P.A.s.; in the other two groups isoniazid was added, 
and the amount of intrathecal medication with strepto- 
mycin greatly reduced. 

The results of the trial indicate that, when isoniazid 
is included in the chemotherapy, intratheca] strepto- 
mycin is not an essential part of the treatment schedule. 
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HUNTING THE NEEDLE 
LAMBERT ROGERS 
V.R.D., M.D. Melb., M.Sc. Wales, F.R.C.S. 
PROFESSOR OF SURGERY, UNIVERSITY OF WALES; SURGEON, 
UNITED CARDIFF HOSPITALS 


From the Surgical Unit, Welsh National School of Medicine, 
The Royal Infirmary, Cardiff 


NEEDLES, or more often pieces thereof, may remain 
embedded in a particular site for years and cause little 
or no trouble; but occasionally migration takes place 
and sometimes symptoms call for their removal (Rogers 
1942). In other cases early removal is indicated, 
particularly if symptoms are acute, as in the case of a 
stout lady who sat in a deck-chair in which there was a 
sewing-needle. The needle entered the buttock, and in 
the belief that she had been stung by a wasp a misguided 
friend squeezed the point of entry in an attempt to 
remove the sting. The needle was thereby driven more 
deeply into the buttock and penetrated the great sciatic 
nerve, from which I was called to remove it. 

Broken-off pieces of needle occupying such sites as 
arm, hand, leg, or buttock can easily be removed if proper 
precautions are taken before endeavouring to find them. 
Yet how often, and how inadvisedly, are exploratory 
operations performed ! 

In any exploratory operation for an embedded needle, 
I would not only strongly advocate the use of detection 
apparatus such as Berman’s metal-locator (see figure), 


OOO PER 


\ 





t 


Berman’s metal-locator. 


but go as far as to say that without some such apparatus 
the surgeon should not proceed. Berman’s detector 
consists of a galvanometer dial on which the amplitude 
of the oscillations indicates the approach of the seeker 
electrode to the metallic foreign body. After antero- 
posterior and lateral X-ray films have shown the position 
of the needle fragment, an appropriate incision is made. 
The point of the electrode is introduced into the wound 
and manipulated until maximal oscillations indicate its 
close approach to the foreign body; a little diligent 
searching there brings it to light. 

The following brief reports of some cases in which it 
proved helpful support my contention that no attempt 
should be made to remove a broken-off piece of needle 
without its use. It not only reduces damage to tissues 
by limiting the extent of the exploration but also makes 
success assured without the dangers that accompany 
removal under an X-ray screen. 


Case 1.—A housewife, aged 56, who had chronic sciatica, 
was given an injection by her doctor. The needle broke off 
in her right buttock. She was taken to the local hospital and 
told to return the next day, when she was radiographed and 
operated upon. The piece of needle was not found and she 
was reoperated upon the following day, and again exploration 
failed to find the needle. She was sent out with a discharging 
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wound and sought admission to the Cardiff Royal Infirmary. 
The incision was reopened, and with the help of the locator 
the needle readily found and removed. Proceedings were 
about to be taken by an irate husband against the first 
hospital, but were dropped by request. 

Case 2.—An engineering student, given penicillin for an 
infected wound, was left with a broken piece of needle in his 
left buttock. He was transferred from a local hospital where 
two attempts to remove it had failed. It was easily located 
and removed with the help of the metal-locator. 

Case 3.—A housewife was washing clothes, among which 
was a garment containing a sewing-needle which entered her 
right hand near the base of the thenar eminence and broke 
off. She had a constant ache in her hand which was worse 
when wringing out clothes. She attended a hospital casualty 
department, where an attempt to find the broken piece of 
needle failed. She was referred to the Cardiff Royal Infirmary, 
where the fragment of needle was easily removed with the 
help of the locator. 


These are typical cases in which surgeons needlessly 
spent hours failing to find needle fragments, and in 
doing so unnecessarily damaging tissues, not for any want 
of skill but for lack of proper equipment. 


COMMENTS 


Except there be some very special reason, injections 
should be given in the outer aspect of the thigh where 
they can do no harm and where, should the needle 
fracture, pieces of it are not likely to cause symptoms. 

Attempts should not be made to remove broken pieces 
of needle without having a metal-locator available. 

The metal-locator is valuable to surgeons seeking 
broken pieces of needle in tissues just as the mine detector 
is valuable to an army advancing in a miiefield. 

I am much indebted to Mr. R. Ellis, of:the department of 
radiotherapy of the United Cardiff Hospitals, who has kindly 
adjusted and ma:iipulated the instrument for us whenever we 
have used it, and to Mr. H. Kincaid, of the surgical unit, for 
the accompanying photograph. 
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RADIOACTIVE COLLOIDAL.GOLD IN THE 
TREATMENT OF PLEURAL AND PERITONEAL 
EFFUSIONS OF MALIGNANT ORIGIN 
REVIEW OF 235 CASES 


Norman MacKay 
M.B. Aberd., F.R.C.S.E., F.F.R., D.M.R.T. 
CONSULTANT RADIOTHERAPIST, ST. LUKE’S HOSPITAL, 
GUILDFORD; LATE ASSISTANT RADIOTHERAPIST, ROYAL 
MARSDEN HOSPITAL, LONDON 


S1ncE artificially produced radioactive isotopes became 
available many papers have appeared on the use of radio- 
active colloidal gold (}**Au) in the treatment of pleural 
and peritoneal effusions of malignant origin (Muller 
1950, Walton and Sinclair 1952, Ireton and Ullery 1956, 
Chang et al. 1957, Hahn 1956). At the Royal Marsden 
Hospital this form of treatment was begun in 1949 
(Smithers 1951), and the clinical and physical aspects of 
this form of irradiation were discussed by Walton and 
Sinclair (1952). 

235 cases of malignant effusions treated at the Royal 
Marsden Hospital between March, 1950, and March, 
1956, are reviewed here. Samples of fluid from a large 
number of these patients, both before and after the 
administration of intracavitary colloidal 1®*Au, were 
studied by Prof. R. J. V. Pulvertaft, of the department 
of pathology, Westminster Hospital, and Prof. P. C. 
Koller, of the Chester Beatty Research Institute. Using 
a wide variety of tissue-culture techniques Professor 
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Fig. |—Cells in ascitic fluid : one cell in metaphase, and another loaded 
with aggregated particles of radioacti lloidal gold and showing 
degeneration (Professor Koller’s preparation). 





Pulvertaft has so far found it impossible to grow tumour 
cells found in these malignant effusions. He has kept 
such cells alive for four to six weeks, but has not been able 
to get them to multiply in vitro. 

Koller (1956) has reported his observations on the 
cytological analysis of 98 malignant effusions. On the 
morphology of the cell population he classifies malignant 
effusions into two types: (1) effusions in which the cells 
occur singly or in aggregates with well-defined cell out- 
lines (termed free-cell ascites) and (2) effusions in which 
the cells form masses with indistinct cell boundaries. In 
the second group polymorphism of chromosomes and 
mitotic abnormalities are commoner than in free-cell 
ascites. Koller finds that the cell characteristics are 
influenced by the volume and rate of formation of fluid 
and by the intervals between aspirations. After the 
intracavitary application of radioactive colloidal gold 
the total cell population and the number of dividing 
cells are much decreased, the range of chromosome 
polymorphism is greatly reduced, and colloid particles 
are sometimes observed within tumour cells (fig. 1), 
which may show eccentric chromosome fragments indicat- 
ing damage caused by irradiation. 

The main object of these cytological investigations was 
to discover cell characteristics which would indicate the 
likely effect of intracavitary radioactive colloidal gold on 
the rate of fluid formation within the cavity concerned. 
It is generally agreed that not more than half the patients 
treated derive appreciable benefit from this form of 
irradiation. It would therefore be most valuable if 
patients who would derive benefit from treatment with 
intracavitary colloidal }®*Au could be accurately selected 
on the cytological characteristics observed in a small 
sample of aspirated fluid. 

At present it is, unfortunately, impossible to do this. 
The instillation of radioactive colloidal gold consistently 
reduces the number of tumour cells in an effusion for a 
time but often does not change the rate of formation of 
the fluid. Goldie and Hahn (1950) have shown that 
tumour cells are killed by irradiation with radioactive 
colloidal gold in routine therapeutic concentrations ; but 
there is no reason to expect that the reduction in the 
population of free-floating cells would in any way alter 
the rate of formation of the fluid. 


Etiology of Effusions 


The cause of the formation of fluid in malignant 
disease involving serous membranes is unknown ; several 
factors may be concerned—e.g., increased transudation 
(secretion); diminished absorption due to obstruction 
of venous and/or lymphatic vessels (fig. 2) ; and exudation 
of fluid from raw neoplastic surfaces. It is most unlikely 
that the last factor is ever responsible for the formation 
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Fig. 2—Group of malignant cells (carcinoma of ovary) within an 
obstructed and grossly dilated lymphatic vessel in subpleural layer 


of diaphragm (x 195). 


of any appreciable volume of fluid, because patients 
coming to necropsy who have had to have large quantities 
of fluid removed at short intervals may not show any 
extensive neoplastic involvement of the serous membrane 
in question—e.g., in Meigs’s syndrome large effus_ops 
are absorbed after the removal of an ovarian fibroma 
which may be quite small. Conversely, an extensive 
involvement of a serous membrane—e.g., subpleural 
permeation in carcinoma of the lung or of the breast— 
may be accompanied either by no fluid or by only a small 
static pleural effusion. 

In 11 of the patients under review with primary 
carcinoma of the breast, ovary, or cervix, or lympho- 
sarcoma small pleural effusions were discovered in 
addition to the major recurring effusion in either the 
peritoneal cavity or the contralateral pleural sac needing 
treatment with radioactive colloidal gold. These small 
symptomless effusions, in which tumour cells were 
detected, either remained static or decreased over a 
period of some months. 

It is well recognised that in some patients with 
malignant effusions considerable quantities of fluid may 
reaccumulate within a few hours of removal. Studies of 
the turnover of human serum-albumin labelled with 
radioactive iodine and of water labelled with tritium 
(radioactive isotope of hydrogen) have shown that about 
100 litres of fluid is transferred across the vascular- 
a 
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Fig. 3—Section of lung and pleura |! weeks after intrapleural adminis- 
tration of 80 mC of radioactive colloidal gold, showing infiltration by 
malignant cells (carcinoma of breast) and thickening of pleura due to 
progressive organisation of fibrinous exudate (x 120). 





peritoneal barrier in twenty-four hours (McKee et al. 
1952, Prentice et al. 1952, British Medical Journal 1954). 
It is therefore readily understandable how small deviations 
from normal in either absorption or secretion could give 
rise to rapid accumulation of fluid. 


Mode of Action of Radioactive Colloidal Gold 


The following mechanisms are most likely to be 
involved in inhibiting the formation of fluid (Andrews 
et al. 1953) : 


(1) The production of subendothelial fibrosis would obliterate 
regional blood-vessels and lymphatics and inhibit the exuda- 
tion of fluid therefrom. In some of the present patients 
coming to necropsy, histological examination showed thicken- 
ing and fibrosis of the serous membrane previously treated 
with intracavitary colloidal gold (fig. 3). 

(2) The promotion of adhesions between the visceral and 
parietal layers of the treated serous membrane would diminish 
the surface area responsible for the formation of fluid and 
partly obliterate the available space in which fluid could 
collect. At necropsy extensive adhesions are often found in 
the treated cavity. The formation of adhesions is, however, 
not essential for the success of intracavitary gold therapy: 2 
patients responded well for three or foursmonths, and then 
ascites again developed, and laparotomy in both cases showed 
that the peritoneal cavity was free from significant adhesions. 

(3) Direct Effect of Irradiation on Tumour.—About 90% 
of the dose is due to beta radiation, with a half-depth value 
in tissue of only 0-4 mm.; the gamma radiation amounts to 
only a small fraction. It is therefore most improbable that 
these relatively small doses of irradiation produce any 
appreciable 
effect on 199BDe qr onceccenecccccquececoucscoecssesenesse 
tumour sur- 
faces so far 
as the forma- 
tion of fluid 
is concerned. 
In some 
cases of ad- 
vanced mam- 
mary cancer 
with pleural 
effusions and 
diffuse meta- 
stases hor- 
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response of Fig. 4—Volume plotted against surface dose (from 
the meta- 100 mC 198Au) showing fall-off in surface dose with 
stases in soft increasing dilution, the colloidal gold being assumed 
tissue and to remain permanently within fluid. 

bones, while 

the pleural effusion increases owing to the retention of fluids 
caused by cestrogens and androgens. In these cases it can 
reasonably be assumed that the pleural metastases are respond- 
ing in a similar dramatic fashion as the other secondary 
deposits, but that the pleural fluid increases because it is not 
being secreted by the tumour. Furthermore Bonte et al. (1956) 
report that the intrapleural administration of nitrogen mustard 
in cases of recurrent malignant effusions secondary to breast 
cancer gives results similar to those achieved by treatment 
with colloidal gold. Except for non-specific general radio- 
mimetic effects, nitrogen mustard does not possess any selec- 
tive action on breast cancer; hence any benefit produced by 
this therapy is more likely to be due to the production of 
fibrosis than to any selective effect on malignant cells. 


Technique of Administration of Intracavitary Colloidal 
Gold 
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Every effort is made to remove all available fluid 
before the intracavitary instillation of radioactive 
colloidal gold, because fluid in the treated cavity will 
reduce the dose-rate to the serous membrane, if the gold 
particles remain within the cavity. Fig. 4 illustrates the 
effects of dilution on the surface dose delivered by 100 
mC of colloidal 1**Au. In practice, however, it is well 
known that particles of colloidal gold are fairly rapidly 
removed from the intracavitary fluid and deposited in 
aggregates of various sizes in the subendothelial con- 

















= 


ae ews Fe ee YS SS 


ae a ae 








THE LANCET] 
nective tissue. Hahn (1956) has suggested that a 
considerable volume of saline solution should be given 
simultaneously with the colloidal gold because this 
procedure would accelerate the deposition of gold in the 
subendothelial tissues. 

Patients presenting with large pleural effusions should 
have the greater part of the fluid aspirated one or two 
days before the start of treatment with colloidal gold ; 
if this step is omitted, it will only be possible, at the time 
of instillation of the colloid, to aspirate three to four 
pints of fluid before distress, due to mediastinal shift, 
causes further attempts to remove the remaining fluid 
to be discontinued. 

In some patients with extensive infiltration of the 
visceral pleura associated with pulmonary collapse the 
removal of two or three pints of fluid produces a con- 
siderable negative intrapleural pressure, which causes 
such severe pain that further aspiration has to be 
abandoned. 

Peritoneal effusions are best aspirated with a long 
(15 em.) cannula having one or two side-openings. By 
puncturing the peritoneum in the para-umbilical region 
it is possible to explore most parts of the peritoneal 
cavity. Where severe symptoms require urgent removal 
of fluid a polyethylene tube is introduced into the 
peritoneal cavity, through the cannula before its with- 
drawal, and colloidal }®*Au can then be instilled through 
this tube at any convenient time. 

After the administration of intracavitary colloidal gold 
the patient is nursed in a special tipping bed. Counting 
over the peritoneal or the pleural cavity is done routinely, 
and when this shows any regions of abnormally high or 
low activity an attempt is made to obtain more uniform 
distribution by postural tipping. In only 2 cases was it 
considered necessary to remove the colloidal 1**Au due 
to local excessive activity ; in both patients (one pleural 
and one peritoneal) about half the administered dose was 
recovered about twenty-four hours after instillation, and 
no evidence of any high-dose effects was observed. 


Contra-indications 
If a reasonable proportion of the fluid estimated 
clinically and radiographically cannot be aspirated, and 
if the patient’s general condition is very poor and 
deteriorating, the administration of radioactive gold 


TABLE I—EFFUSIONS IN 235 PATIENTS. RESPONSE~TO INTRA- 
CAVITARY COLLOIDAL GOLD 
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TABLE 11—26 PATIENTS WHO SURVIVED A YEAR OR LONGER 


. Survival (yr.) 
Z No. 
Site of primary neoplasm onnes 
- 1 2 3 4 6 

Breast 10 4 1 1 2 2 
Ovary ee Pre 8 6 2 
Lymphosarcoma (Hodgkin's 

disease ) % ay" 3 3 *. 
Rectum 1 es 1 
Lung 2 2 - 
Cervix 1 1 
Unknown 1 1 





causes considerable distress and general systemic upset, 
thereby accelerating and making more unpleasant the 
terminal phase of the disease without any prospect of 
affording relief. 

Assessment of Results 

Table 1 shows the effect produced by intracavitary 
colloidal }**Au on the formation of fluid, and the distribu- 
tion of cases according to the site of the primary neoplasm 
and the serous cavity involved. As would be expected, 
the breast and ovary are the organs most affected. The 
results are classified as follows : 

(1) Good, Inhibition of Formation of Fluid.—In this group 
are included patients who, before treatment, required numerous 
aspirations of large quantities of fluid at short intervals. 
After the instillation of radioactive colloidal gold the further 
formation of fluid was completely arrested, or only one or two 
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Fig. 5—Thickness of fluid layer of colloidal gold pi d against surface 
dose. 


aspirations were required over a period of many months, In 
this category are 26 patients who survived longer than a 
year (table 1). 

(2) Some Inhibition of Formation of Fluid.—Under this 
heading are classified patients in whom the rate of accumu- 
lation of fluid was retarded; after treatment the fluid was 
aspirated at longer intervals. 

(3) No Effect.—In these patients the amounts of fluid and 
the frequency of aspiration showed no appreciable change 
after treatment. 

(4) Unknown.—In this group are included patients dying 
within four weeks of treatment atients who had required 
only one or two aspirations befo ore treatment and were 
apparently not forming fluid rapidly or in appreciable 
quantity ; and cases in which no follow-up details were 
obtained about aspirations. 

(5) Rejected.—In this category are grouped patients given 
only a small and inadequate dose of radioactive gold because 
of loculation of fluid or rapidly deteriorating general condition ; 
and patients given prophylactic treatment after laparotomy 
when an ovarian cyst ruptured during removal or peritoneal 
seedling deposits, with or without free fluid, were, discovered. 
On these grounds twenty-four patients with ovarian carci- 
noma were given ‘ prophylactic ’’ gold therapy. Because of 
wide differences in the stage of the disease, the histology of the 
lesion, and other forms of additional treatment afforded— 
e.g., supplementary irradiation with X rays or with radinm— 
it was im ible to assess the value of treatment with radio- 
active colloidal gold in this group of patients ; furthermore, 
the natural history of malignant disease of the ovary is 
extremely variable. 

The term “ seedling deposits’ has been used by many 
surgeons and gynecologists to include metastatic lesions as 
large as 2 cm. in diameter, Even in the absence of adhesions 
it is impossible to irradiate uniformly every aspect of the 
peritoneal membrane with radioactive colloidal gold, because 
a layer of colloid 2 mm. thick (fig. 5) is required to surround 
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every surface of the membrane, and, in spite of postural 
tipping, coils of gut lie closely apposed to each other and to 
the adjacent parietal peritoneum without any intervening 
layer of fluid. On these grounds it is suggested that uniform 
irradiation of the peritoneal cavity is best delivered by external 
means, and that intracavitary gold therapy should only be 
used as a valuable supplementary form of irradiation which, 
because of its very superficial action and small integral dose, 
does not appreciably lower the general systemic tolerance 
or make it necessary to decrease the dosage delivered by 
external irradiation. 
Conclusion 

The administration of intracavitary radioactive col- 
loidal gold is very often the only possible form of treat- 
ment that can be given to the unfortunate patient with a 
rapidly recurring effusion of malignant etiology necessi- 
tating repeated aspirations at short intervals. The 
results of this therapy are by no means dramatic, but a 
gratifying proportion of patients obtain appreciable 
benefit in that the formation of fluid is inhibited. 


Summary 

The results of treating 235 cases of pleural and peri- 
toneal effusions of malignant origin with radioactive 
colloidal gold are analysed. 

The cause of the formation of fluid secondary to 
malignant disease is still unknown; so is the mode of 
action of intracavitary radioactive colloidal gold in 
inhibiting the formation of that fluid. 

The technique of this treatment and its contra- 
indications are described. 

I wish to thank Prof. D. W. Smithers, director of the radio- 
therapy department, Royal Marsden Hospital, who initiated 
this form of treatment at the Royal Marsden Hospital, for 
help and encouragement ; Professor Pulvertaft and Professor 
Koller for investigating specimens of fluid; and Dr. N. G. 
Trott and Mrs. G. Dyche, of the physics department of the 
hospital, and Miss M. Johnson, Miss K. Chatterton, and Mr. 
J. Gibbs for help in the preparation of this paper. 
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RECURRENT ABNORMALITIES OF THE 
THIRD STAGE OF LABOUR 


CHRISTOPHER J. DEWHURST 
M.B. Manc., F.R.C.S.E., M.R.C.O.G. 
SENIOR LECTURER IN OBSTETRICS AND GYNACOLOGY, 
UNIVERSITY OF SHEFFIELD 


W. A. W. Dutton 
M.B. Brist., M.M.S.A., M.R.C.O.G. 
FORMERLY REGISTRAR IN OBSTETRICS AND GYNAZCOLOGY, 
CITY GENERAL HOSPITAL, SHEFFIELD 

Tue risk of loss of life or damage to health from bleeding 
during pregnancy and labour is still serious. Hemorrhage 
still ranks second only to toxemia of pregnancy as a cause 
of maternal mortality, and may rank first as a cause of 
maternal morbidity. The commonest cause of such 
dangerous bleeding has for many years been third-stage 
hemorrhage—a complication which is particularly hazar- 
dous and alarming when it happens in a patient’s home. 
This is, moreover, a constant threat which no amount of 
antenatal care can directly prevent. Good_gntenatal care 
can of course influence postpartum hemorrhage by 





ensuring that the patient is in as ae a alae con- 
dition as possible to withstand hemorrhage, and by the 
selection for hospital confinement of patients in whom the 
risk of postpartum hemorrhage is increased. 

It is our purpose to draw attention to a type of patient 
running this greater risk. When a patient has previously 
had a third-stage hemorrhage, the risk of hemorrhage in 
a subsequent labour is materially increased. This is 
already known by many, but its importance is not yet 
appreciated by others. Many standard textbooks make 
no reference to it, and some mention it only briefly. 
Roques (1955) and Donald (1955) recommend that a 
patient with a history of postpartum hemorrhage should 
be confined in hospital; Johnstone and Morris (1955) 
recommend hospital confinement after two previous 
abnormalities. The extent of increased risk, and how far 
it is influenced by the number of previous abnormalities 
or by intervening normal pregnancies, are nowhere 
referred to, so we have studied these questions further. 

Cases Studied 

We have investigated the outcome of the third stage of 
labour of all women giving a history of,a previous third- 
stage abnormality who were delivered ‘in the university 
unit at the Jessop Hospital for Women and in the City 
General Hospital, Sheffield, since 1952. 105 such women 
were seen in 132 pregnancies and labours. In each case 
attention was drawn on her notes to the previous third- 
stage hemorrhage, and a doctor was present at every 
delivery in an attempt to minimise the risk of recurrence 
and to reduce the blood-loss. Only when the delivery 
was normal was the case included in the series ; 6 labours 
where this was not so have, therefore, not been included 
in the total of 132. In 101 patients the original abnor- 
mality had been postpartum hzemorrhage—without 
manual removal of the placenta in 54 and with manual 
removal in 47—and in 4 the original abnormality had 
been a secondary postpartum hemorrhage. 

Results 

These cases have been divided into three groups, 
according to the outcome of the third stage of labour : 

a 1.—The third stage was entirely normal, the placenta 

ing without difficulty and —— by the patient 
or oly the gegen Pe _ with small bl 

Group 2.—The third stage was Sefinitely abnormal—either 
there was a postpartum hemorrhage of more than 20 oz. 
(with or without manual removal of the placenta), or manual 
removal of the placenta was required for ing, though the 
total loss did not amount to more than 20 oz. 

Group 3.—The third stage was potentially abnormal—either 
because bleeding caused concern before complete separation of 
the placenta, requiring placental expression of the Crédé type 
and intravenous ergometrine ; or, in a small number of cases, 
because bleeding was brisk after expulsion of the placenta, 
again requiring control by the use of an oxytocic and 
fundal massage. In these cases the blood-loss did not amount 
to more than 20 oz. The cases in this group are separated 
because they are an indication of how often prompt treatment 
is required in this t of case to prevent further bleeding. 
When we consider the precautions taken in the series to 
prevent blood-loss, there can tate is little doubt that under less 
favourable circumstances, such as a delivery in the home with 
the doctor unable to be present, many of these cases would 
have fallen into group 2. 

In the 132 pregnancies the third stage was normal in 
73 women (55%). In 30 (23%) it was abnormal; 21 
patients lost more than 20 oz. of blood, 9 requiring manual 
removal, and 9 (7%) required manual removal of the 
placenta for bleeding which did not amount to more than 
20 oz. In 29 women (22%) there was potential abnormality 
as defined above. Thus in 59 cases (45%) complications 
arose requiring treatment during the third stage of labour ; 
in about half of these abnormal bleeding was prevented 
and in half it was not: 

The results were related to the number of previous 
abnormalities (table 1). Where a previous third stage was 
potentially abnormal (group 3), this has not been included 
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as a previous abnormality ; we have accepted only those 
abnormal by definition (group 2). 

After one abnormality, 59 in 100 third stages of labour were 
normal, 20 abnormal, and 21 potentially abnormal. After 
two previous abnormalities, of the total of 25 third stages, 11 
were normal, 7 abnormal, and 7 potentially abnormal. After 
three such abnormalities, of 6 third stages 3 were definitely 
abnormal, | potentially abnormal, and 2 normal. 1 woman, 
who had had 4 previous abnormalities, had a normal third 
stage. 

7 
TABLE I—RESULTS RELATED TO NUMBER OF PREVIOUS 
ABNORMALITIES 


No. of previous abnormalities 





1 2 3 4 

Total pregnancies sd ser 100 25 6 1 
esults: | . 

Normal third stage 59 1l 2 1 

Postpartum haemorrhage 13 5 3 — 

Other manual removal " 7 ae — — 

Potential abnormality 2% 21 7 1 —_— 


Thus, while there was a recurrence in a fifth of the 
labours following one abnormality, there was a recurrence 
in a third after more than one. 


Effects of an Intervening Normal Pregnancy 


It seemed possible that, if an abnormality was followed 
by a pregnancy with a normal third stage, this might be 
an indication that the risk of subsequent recurrence was 
small, and that the precautions could therefore be relaxed. 
Of 14 such cases, in 9 the third stage was normal, in 3 it 
was abnormal, and in 2 a developing abnormality was 
successfully treated. This figure—a fifth of the patients 
having a recurrence—is comparable with a similar pro- 
portion for all patients following one abnormality (table 
11), and suggests that the tendency to abnormality 
persists, and vigilance should not be relaxed. 

This can be seen in another way. If we consider the 
proportion of patients who remained free from a recur- 
rence following the original abnormality, we find it falling 
markedly with each successive pregnancy (table 1). 
After one further pregnancy 69 of the 105 women were 
free from recurrence; after two further pregnancies 


TABLE II--NUMBERS OF PATIENTS WITH AND WITHOUT 
RECURRENCE AFTER SEVERAL FU RTHER PREGNANCIES 


T : p< tts 
—_ | Non- 


Total Recurrence, 











| recurrence 
After 1 further pregnancy a 105 36 69 
After 2 further pregnancies .. 40 } 21 19 


After 3 further pregnancies. . 24 17 7 


19 of 40 women were free (18 having had one recurrence, 
and 3 having had two recurrences) ; after three further 
pregnancies only 7 of 24 patients were free from a recur- 
rence (13 women having had one, 3 having had two, and 
1 having had three recurrences). 


Effect of Prophylactic Treatment 


Although a doctor was present at delivery in every case, 
no hard-and-fast rules were laid down for management of 
the third stage ; some chose to conduct the third stage in 
the usual manner, and others preferred to give intravenous 
ergometrine (0-5 mg.) with delivery of the anterior 
shoulder. Consequently, the women who received prophy- 
lactic intravenous ergometrine can be compared with 
those who did not (table m1). 

63 women received prophylactic intravenous ergometrine 
with the anterior shoulder; 47 had a normal third stage 
(using the word here in the sense of completely uncomplicated), 
11 had a postpartum hemorrhage or manual removal, and 
5 had a potential abnormality. Of the 69 patients who received 
no prophylaxis, only 26 had a normal third stage ; in 19 it was 
definitely abnormal, and in 24 potentially so 
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TABLE III—-EFFECT OF PROPHYLACTIC ERGOMETRINE 


| 





orb erm 
-- ntravenous | 
ergometrine it peouny laxis 
Total es Se ei + ds 63 69 
Result: 
Normal third stage .. By rs 47 26 
Postpartum hemorrhage “a 5 16 
Other manual removal 6 3 
Potential abnormality 5 24 


Though it seemed from these figures that the ‘number 
of women requiring treatment for a developing abnormal- 
ity was much greater in the group not receiving prophy- 
laxis, it was possible that this might be partly explained 
if this group contained a higher proportion of serious 
cases after more than one abnormality. But in fact in all 
three groups (table rv) the proportion of abnormality 
and potential abnormality is higher in those who did not 
receive prophylactic treatment ; moreover, so far from 
this group containing the greater number of women who 
had had more than one previous abnormality, the opposite 
is the case. The apparent benefit of prophylactic ergo- 
metrine therapy is, therefore, a real one. Nonetheless, 
TABLE IV—RELATIONSHIP OF TREATMENT TO NUMBERS OF 

FREVIOUS ABNORMALITIES 


No. of previous abnormalities | 





< I 2 3 
No 
Prophy”/prophy - [Prophy- prophy- prophe, prop 
laxis laxis 
Total “ 4a 42 58 16 9 4 2 
Result: 
Normal third } 
stage os 35 24 9 2 2 
Postpartum 
hemorrhage | 1 12 2 3 2 1 
Other manual | 
removal .. 4 3 2 
Potential | 
abnormality 2 19 3 4 oe | 1 


although this form of prophylactic treatment will prevent 
a number of.cases of recurrent third-stage hemorrhage, it 
will not prevent all, and serious blood-loss of more than 
two pints was still seen on a few occasions even after this 
treatment. 
Original Abnormality Related to Recurrence 

In 54 patients (table v) the original abnormality was 
postpartum hemorrhage without manual removal. 30 of 
these women had suffered no recurrence, while 24 women 
had 34 pregnancies complicated by further abnormality ; 
in 25 of these the recurrence was of a similar nature, but 
in 9 manual removal was needed. In 47 women in whom 
manual removal of the placenta had been performed 
originally 29 remained free from recurrence, while 18 
were again abnormal in 22 pregnancies. Manual removal 
TABLE V—NATURE OF ORIGINAL ABNORMALITY AND NATURE 

OF RECURRENCE 





oe SE a 
i Nature of recurrence 











i 
Original 
abnormality Total as lee Sint | astlaer eee 
tee = ee 
| ‘only | movel 
J 
Postpartum | | | 
heemorrhage 54° 30 | a | 25 9 —_ 
| 
‘ 
| preg- 
R= | 
Manual } 
removal .. 47 29 18 | 4 |; 18 1 
(22 «| 
preg- | 
lkeaeient 
a | | 
ee te a es aS ; 1 = 





Tr patients had both a » primary and a secondary postpartum 
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was conind in 18 of these and avoided in pers 43 
woman, who required manual removal for a recurrence, 
had a second postpartum hemorrhage some days later, 
and an adherent cotyledon was removed by curettage. 
In these two groups, therefore, in about three-quarters of 
the cases the type of recurrence was similar to that of the 
original abnormality. 

6 women originally suffered secondary postpartum 
hemorrhage ; this was the only abnormality in 4, but in 
2 it followed primary postpartum hemorrhage some days 
previously. 1 of these 2 had a recurrence of postpartum 
hemorrhage subsequently, while 1 of the 4, with only 
secondary postpartum hemorrhage, required manual 
removal of the placenta in her next pregnancy. 


Effect of Possible Non-recurrent Factors 

It seems possible that in certain cases the original 
abnormal third stage might have been largely due to 
factors operating in that pregnancy only ; these women 
would therefore not run the same risk of recurrence. 
There were 10 such women in this series; 5 had had an 
operative delivery under general anesthesia, 4 a previous 
antepartum hemorrhage, and 1 a twin pregnancy. 
Subsequently, these patients had a total of 17 pregnancies 
without recurrence of the third-stage fault. 

In view of the many difficulties involved, no attempt 
has been made to determine what part mismanagement 
may have played either in the original abnormality or in 
a recurrence. 

Patients Treated by the Flying Squad During the Period of 
the Survey 

Lastly we should like to give the results of another 
group of patients treated by the hospital staff during the 
period of this survey, but not included in it, to give an 
indication of the size of the problem presented by the type 
of case we are discussing and to draw attention to the 
need for more widespread appreciation of its severity. 
These are the patients for whom the services of the 
emergency unit (flying squad) were requested. 

During this period 106 patients were treated by the 
flying squads from the two hospitals concerned. 26 had 
previously had an abnormal third stage of labour, and no 
less than 20 of the 26 lost over 2 pints of blood. This may 
be compared with only 9 women losing more than 2 pints 
of blood in the 132 labours in the series conducted in 
hospital, and is again a reminder of what might happen 
to those women considered potentially abnormal in this 
series if labour had been conducted under less favourable 
conditions. 

Discussion 

These results clearly show the increased incidence of 
third-stage complications in patients with a previous 
abnormality. Nearly a quarter of all the pregnancies 
reviewed here were complicated by postpartum hzmor- 
rhage or manual removal of the placenta or both—a rate 
between four and five times as high as that for all deliveries 
in the two hospitals concerned during the period of the 
survey. After a previous abnormality a fifth of the preg- 
nancies were complicated by recurrence, and the evidence 
here suggests that this risk is not materially different 
subsequently, if a normal third stage follows in the next 
pregnancy after the abnormality ; precautions should not 
be relaxed in this type of case. There is, moreover, a trend 
to an even greater proportion of abnormalities in preg- 
nancies after two or three previous abnormalities than 
after one only (table 1), and it was these mothers who 
caused us the greatest concern. The figures of a recurrent 
abnormality in more than a quarter of the pregnancies 
after two previous faults, and in half the patients after 
three, indicate this trend, but they do not indicate the 
severity of the third-stage bleeding in some of these cases. 
Despite our efforts to prevent it, hemorrhage was alarming 
on several occasions. An example of the formidable 


nature of the bleeding in this type of case is given in the 
following record. 
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Case 1.— A woman had her first 5 babies without recorded 
abnormality of the third stage. Her 6th, 8th, and 9th babies 
were born normally, but in each case the third stage was 
complicated by a retained placenta and postpartum hemor- 
rhage, and she required manual removal and a blood-transfu- 
sion. At her 10th confinement every effort was made to 
prevent a recurrence. One of us (W. A. W. D.) was present at 
the delivery, and an anesthetist was standing by, our intention 
being to carry out manual removal at once if prophylaxis 
failed. Although ergometrine 0-5 mg. was given with the 
delivery of the anterior shoulder, bleeding began before any 
resulting contraction was detected ; and it was not controlled, 
neither was the placenta expelled, following the contraction. 
Anesthesia was at once induced, but bleeding continued 
despite control of the fundus. The placenta was removed 
with ease as quickly as possible, but hemorrhage continued 
throughout the operation, and bimanual py vee ge Ah = 
necessary for a short time before the bleeding s' ., ‘ 
almost 5 pints of blood was lost, this quantity o 
returned to the patient by transfusion. 

Many of these women with several previous abnormali- 
ties are of high parity, and so fall into the group in which 
the risk of hemorrhage is already great, and hemorrhage 
especially serious (Dewhurst 1952). s 

Although an attempt was made in each case to confirm 
the previous abnormality, either by reference to our own 
or to other hospital records, or to the patient’s doctor, it 
was not always possible to get this confirmation. The few 
cases where proof of the original fault was lacking, how- 
ever, were characterised not by the difficulties which 
arose in the labours in which we were concerned, but 
rather by the ease with which the third stage was managed 
when serious trouble was anticipated. 

One notable case was the only patient who presented with a 
history of four previous abnormalities ; confirmation could be 
obtained of only two of these, both the other confinements 
having taken place in the patient’s home before the arrival of 
a midwife or doctor; and though postpartum hemorrhage 
may well have occurred, as the patient maintained, it might 
also have been prevented if a medical attendant had been there. 
To exclude these few cases, however, would not reduce the 
incidence of the complications recorded here, but would 
increase it. 

In the management of these cases the use of intra- 
venous ergometrine with the delivery of the anterior 
shoulder results in fewer abnormalities and potential 
abnormalities than when no prophylaxis is used. This is 
most evident when the results after one previous abnor- 
mality are examined (table rv). The rate of postpartum 
hzemorrhage and manual removal taken together in the 
non-prophylactic group is more than twice that in the 
prophylactic group. The number of cases where a develop- 
ing abnormality responded to treatment is even more 
strikingly different in the two groups, the group of women 
receiving no prophylaxis having nearly five times as 
many cases as the other. Only the rate of manual removal 
with less than 20°0z. blood-loss is higher in the patients 
receiving intravenous ergometrine—an observation made 
elsewhere by others studying the value of this form of 
treatment (Snaith 1951, Martin and Dumoulin 1953, 
Vartan 1953). It seems that in some cases postpartum 
hemorrhage is prevented only at the expense of manual 
removal—not too big a price to pay for preventing 
excessive blood-loss. 

One small pitfall arising from the successful use of 
prophylactic ergometrine must be mentioned. We have 
already shown that the risk of recurrence was not 
materially reduced if a normal third stage of labour had 
followed a previous abnormality. This is even more 
important to emphasise if the uncomplicated third stage 
has followed the use of intravenous ergometrine. Post- 
partum hemorrhage might have followed without this 
treatment, and its success should not be considered any 
safeguard against subsequent abnormality. The following 
case illustrates this point well. 

Case 2.—A woman required manual removal of the 
placenta and a blood- teeaibeion at her first confinement. 
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With her second confinement she was admitted to hospital, 
and the third stage was conducted by giving her ergometrine 
intravenously as the anterior shoulder was being delivered. 
The placenta separated easily and blood-loss was small. When 
she became pregnant the third time she attended the same 
hospital, but was told that, as there had been no complications 
after the birth of her second child, there was no need for her 
to be confined in hospital. She was, therefore, delivered at 
home, and, though the baby was born normally, soon after- 
wards there was profuse hemorrhage with the placenta still 
in situ. On arrival of the flying squad, she was found to be 
very shocked, the measured blood-loss at that time being 
4 pints. She was treated by blood-transfusion and Crédé’s 
expression of the placenta, and ultimately made a good 
recovery. 

The only class of patient in whom it seems at all likely 
that the risk of recurrence is less striking than usual is 
that in which the original abnormality was largely due to 
factors, such as antepartum hzemorrhage or delivery 
under general anzsthesia, operating only at the time of 
the previous abnormality. Further evidence is desirable, 
however, on this point, before recommending any 
relaxation of precautions in subsequent confinements. 

Recurrences followed both the commoner forms of 
third-stage abnormality (table v), and in each the type of 
recurrence resembled the type of the original abnormality 
in the majority of cases. It seems likely that a similar 
risk attends secondary postpartum hemorrhage, but as 
these cases were so few no more definite view can be 
formed. 

It is clear from what has been shown here that women 
who have previously had a third-stage abnormality 
should not be confined at home if this can be avoided. 
That they are still confined at home is shown by the fact 
that a quarter of the flying-squad cases treated during 
this period were made up of such patients. 

In some of the flying-squad cases the reason for home 
confinement was that the practitioner was unaware that 
any special risk was run by this type of patient. In others 
he had not been informed by the patient (sometimes she 
did not know herself), or by his colleagues in hospital, of 
the previous hemorrhage. Occasionally a normal third 
stage in the next pregnancy had lulled the attendants into 
a false sense of security (case 2). To try to reduce the 
numbers of these patients requiring treatment outside 
hospital, it seems advisable to recommend that, following 
an abnormal third stage of labour in hospital, both the 
patient and her doctor should be informed of the complica- 
tion which arose, and the patient be advised to seek 
hospital confinement subsequently. Similarly the prac- 
titioner should pass on to the hospital accurate informa- 
tion of the third-stage difficulties if they were originally 
met with at home. Should she refuse to go to hospital, or 
for some other reason be confined at home, intravenous 

ergometrine should be given with delivery of the anterior 
shoulder. 
Summary and Conclusions 

105 women with a history of postpartum hzmorrhage, 
manual removal of the placenta, or secondary post- 

partum hemorrhage were treated in 132 pregnancies and 
labours in the university unit of the Jessop Hospital for 
Women and the City General Hospital, Sheffield. In 
almost a quarter of all the labours an abnormality of the 
third stage of labour recurred, and in the same proportion 
of cases a developing abnormality was successfully dealt 
with by prompt treatment. After two or three previous 
third-stage faults, the rate of recurrence was higher than 
after one only. Bleeding tended to be most dangerous and 
severe in the woman who had had many children and who 
had had several previous abnormalities. No evidence was 
found to suggest that the risk of recurrence was smaller 
if a normal third stage of labour had followed the original 
abnormality. 

In just over half the patients the third stage of labour 
was conducted along the usual lines; the remainder 
received prophylactic intravenous ergometrine with 


delivery of the anterior shoulder. In the prophylactic 
group a lower rate of abnormality and potential abnor- 
mality was recorded, despite the fact that this group 
contained a disproportionate number of patients with 
more than one previous abnormality. Even with prophy- 
laxis, however, there was serious bleeding on several 
occasions. 

Both postpartum hemorrhage and manual removal of 
the placenta were followed by an increased risk of recur- 
rence, in the majority of instances the recurrence being 
similar in nature to the original abnormality ; the risk of 
recurrence seemed similar after a secondary postpartum 
hemorrhage, though too few cases were observed for a 
more definite view to be formed. 

There is some evidence that if the original abnormality 
had been largely due to temporary causes, such as ante- 
partum hemorrhage or delivery under general anesthesia, 
the risk of recurrence in this type of case might be smaller 
than that in the series as a whole. 

Attention has been drawn to those cases in which third- 
stage bleeding began before complete separation of the 
placenta, or caused concern immediately after placental 
delivery, though the total loss of blood did not exceed 
one pint. It is suggested that under less favourable 


- circumstances a number of these developing abnormali- 


ties would have become postpartum hemorrhage by 
definition. Evidencé to support this view is given by the 
fact that, though in the series of 132 labours conducted in 
hospital only 9 women lost more than 2 pints of blood, 
during the same period the flying-squad treated 26 
patients with recurrent third-stage abnormality, 20 of 
whom lost more than this amount. 


These 26 patients, who had previously had an abnormal 
third stage of labour and who required flying-squad treat- 
ment, show, moreover, that some of these women in 
potential danger are still being confined at home. We 
consider that hospital confinement should be sought for 
all women who have had a previous third-stage abnormal- 
ity, and that, if delivery at home cannot be avoided, 
prophylactic intravenous ergometrine, given with the 
delivery ef the anterior shoulder, provides the surest 
means of preventing a recurrence. 
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EXPECTORANTS AND SPUTUM VISCOSITY 


JOHN ForBES 
M.D. Lond., F.R.C.P. 
PHYSICIAN TO THE WREXHAM HOSPITALS 


LIonEL WISE 
B.Sc., M.B. Manc. 
PATHOLOGIST TO THE WREXHAM HOSPITALS 


THE efficacy of expectorant drugs has always been a 
matter of controversy. Those who believe that they work 
have had to rely largely on the results of animal or in- 
vitro experiments for support, or on the traditions of 
clinical practice, for objective trials in human beings have 
been very few—probably because they are not easy to 
carry out. Alstead (1939) found that several popular 
expectorants, such as potassium iodide and ipecacuanha, 
when given in normal dosage failed to increase the sputum 
output of chronic bronchitics; but his work has been 


_criticised on the ground that sputum volume is influenced 


by many factors and is therefore an unreliable index of 
expectorant efficiency. Sputum viscosity would seem 
likely to be a more exact yardstick. There have been 
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several reports of in-vitro experiments to measure the 
effect of expectorant drugs on the viscosity of sputum, 
but the only serious attempt to test their efficacy in 
patients seems to be that of Basch et al. (1941). Their 
conclusions have been widely quoted as evidence that 
expectorants do lower sputum viscosity in vivo, but close 
study leads to doubt as to whether many of the con- 
clusions are in fact justified by the experimental evidence. 

It has therefore been thought worth while to repeat the 
work of Basch et al., and to test the effect of both classical 
expectorant drugs and some of the more recent énzyme 
preparations on the viscosity of sputum in vivo. 

Materials and Method 

Suitable patients were not easy to come by. They had 
to be suffering from a chronic chest disease which was 
more or less static, so that the quantity and quality of 
their sputum would be unlikely to change during the 
weeks of testing. For technical reasons the output of 
sputum had to be fairly large and reasonably 
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‘ants: man, aged 27, with bronchiectasis. 


CARBON 


DIOXIDE consistent 


readings on the 
same specimen 
could not be 
obtained. We 
therefore used 
a Universal 
Torsion Visco- 
meter (Gallen- 
kamp), which measures the viscosity of a fluid sample by 
its damping effect on the rotation of a metal cylinder sus- 
pended in it by means of a torsion wire. 

A standard torque of one cylinder-revolution is first applied 
to the wire. On its release the cylinder rotates freely one 
complete revolution, then a further amount which is propor- 
tional to the viscosity of the surrounding fluid. A dial is 
attached to the cylinder, and the viscosity can be read in 

egrees from 0° to ‘360°. A calibration-chart enables these 
readings to be converted to Redwood seconds, and for con- 
venience of graphic representation these can be further con- 
verted to centistokes by means of a nomogram. The method 
is similar to that used by Palmer (1957). 

We found that this instrument gave consistent readings, 
but had the drawback that measurements could be made 
only on volumes of sputum greater than 50 ml. We 
therefore used, instead of the metal cup supplied, a 
‘ Perspex ’ cup 32 mm. in diameter and 50 mm. in height, 
which enabled us to use 25 ml. of sputum. 
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viscid. Moreover, only patients who were not 
receiving treatment likely to affect sputum 
output could be chosen. It was felt that out- 
patients could not be observed closely enough 
to ensure the absence of extraneous influ- 
ences, so only hospital inpatients were tested. 
Finally, the patients had to be fit enough for 
the experiments and willing to cooperate in 
them. 

Altogether 9 patients (8 men, 1 woman) 
were tested, though not all received the full 
range of expectorants. 7 had chronic pulmon- 
ary tuberculosis and 2 chronic bronchiectasis. 

In every case the whole sputum expector- 
ated during each twenty-four hours was col- 
lected, its volume measured, and viscosity of 
the total specimen determined. One or two 
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five-day control periods on no treatment 
enabled a base-line to be established ; then 
the following treatments were given consecutively, each 
for a period of five days, with two days’ rest after each 
treatment : 
1. Oral mist. ammon. et ipecac. N.F. 
. Oral potassium iodide. 
. Inhalation of steam. 
Inhalation of 5% carbon dioxide and 95% oxygen. 
. Inhalation of aerosol ‘Triton W.R.1339’. 
. Inhalation of aerosol trypsin. 
7. Inhalation of aerosol deoxyribonuclease. 


SO > & to 


Viscometry 

The method adopted by Basch et al., which essentially 
consisted in measuring the rate of sputum-flow through a 
narrow glass tube, proved in our hands to be unsatis- 
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The suspension-wires used were either 36 or 30 8.w.g. 
(0-2 or 0-3 mm.) in diameter, and the cylinder was 17-4 
mm. in diameter. 

Since some of the sputum specimens were potentially 
infective, the whole apparatus was enclosed in a perspex 
shield with apertures for manipulation. This had the 
dual advantage of protecting the operator and of ensuring 
freedom from air-currents and changes in temperature, 
which might affect readings. _ 

Only fairly viscid specimens could be measured accur- 
ately, and several patients had to be rejected because 
their sputum was too thin and mucoid. This was 
hardly a disadvantage, however, for the value of 
expectorants must surely depend largely on their 
ability to deal with thick mucopurulent secretions. 
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, aged 48, with pulmonary tuberculosis. 


Results 

Control Periods 
During these periods 
sputum viscosity in most 
patients remained fairly 
constant, but occasion- 
ally large variations 
were independent of 

sputum volume. 
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0-5% solution of ‘Triton W.R. 1339 in dis- 
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Mist. Ammon. et Ipecac. N.F. 

This classical ‘‘ mist. expect.’’ was given by mouth three 
times daily in doses of */, fl. oz. (15 ml.). 

In 2 patients sputum viscosity was lowered ; in 3 it 
was increased ; in 4 it was unaltered. 


Potassium Iodide 

The consensus of opinion on this traditional expectorant 
seems to be that the usual pharmacopeeial dose of gr. 3 
(0-2 g.) has little or no clinical effect ; but Herxheimer 
and McAllen (1952), among others, have claimed that 
doses of gr. 15-25 (1-1-6 g.) are effective, and that they 
can be tolerated by most patients. 7 6f our patients, 
therefore, received increasing oral doses of potassium 
iodide, made up in a mixture with liq. extr. liquorice and 
chloroform water; gr. 5 (0-3 g.) doses were given three 
times on the first day, gr. 10 (0-6 g.) doses on the second 
day, and gr. 15 (1 g.) doses on the third and subsequent 
days. 

In 2 patients sputum viscosity was lowered, and in 1 of 
these the effect was very striking (fig. 3). In 1 patient it 
was increased. In 4 it was unaltered. In the 2 patients 
in whom the sputum viscosity was diminished, symptoms 
of iodism developed on the gr. 10 (0-6 g.) doses, and in 
their cases, therefore, the drug was discontinued after two 
days. They might have become accustomed to it, but in 
the circumstances it was felt that it was unwise to 
persevere with a drug that was causing distress. None of 
the other patients, whose sputum viscosity was not 
lowered, had symptoms of iodism. It seems possible, 
therefore, that to lower sputum viscosity effectively with 
potassium iodide it is necessary to produce iodism. 


Steam 

This was given by means of a Nelson inhaler for fifteen 
minutes three times each day. 

9 patients received this treatment. In | patient sputum 
viscosity was lowered ; _in 3 it was increased ; in 5 it was 
unaltered. 


Carbon Dioxide 

Banyai (1934, 1952) claims that inhalations of 5% 
carbon dioxide with 95% oxygen “‘ stimulate respiration 

. lead to forceful peristaltic movements of the bronchi 

. liquefy mucopurulent inflammatory exudate that 
stagnates in the bronchial tract.”” He is supported by 
Herxheimer and McAllen (1952). 

Such inhalations were given to 8 patients through a 
plastic face-mask for fifteen minutes three times daily. 
In 2 patients sputum viscosity was lowered ; in | it was 
increased ; in 5 it was unaltered. 


Triton W.R. 1339 

This is a detergent or “‘ wetting agent ’’ and is the chief 
constituent of ‘Alevaire,’ a proprietary solution which on 
nebulisation produces so-called ‘‘ cold steam.’’ We used a 
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ants: man, aged 61, with 


TRYPSIN + tilled water, as ‘Alevaire’ itself contains other 
4 substances which might conceivably affect 
sputum viscosity, and we wished to measure 
the effect of a detergent pure and simple. 
, A number of claims have been made for the 
|  expectorant efficiency of “cold steam” 
- (Miller and Boyer 1952, Ravenel 1953). 
» Palmer (1957), however, did not find that it 
constantly lowered sputum viscosity in vivo. 
Inhalations were given to 6 patients for 
15 minutes three times daily. Oxygen flow- 
ing through a ‘ Riddocillin ’’ aerolyser nebu- 
lised the solution, and the resultant mist was 
inhaled through the mouth. The flow could 
be stopped during exhalation. A similar 
technique was used when giving inhalations 
of trypsin and deoxyribonuclease. In no 
case was sputum viscosity lowered; in 2 
patients it was increased ; in 4 it remained 
unaltered. No untoward effects were observed. 





Trypsin 
Lysis and thinning of viscid mucopurulent or purulent 


‘secretions by means of proteolytic enzymes seems a 


logical procedure, though trypsin is not in theory the 
ideal enzyme to use, because it is chiefly a fibrinolysin and 
most sputa do not contain a high proportion of fibrin. 
However, Limber et al. (1952), Unger and Unger (1953), 
and Habeeb et al. (1954), among others, have claimed that 
inhalations of crystalline trypsin can thin and loosen 
sticky tenacious sputum. 

7 patients were given such inhalations for one period of 
about thirty minutes each day. The crystalline trypsin 
(‘ Tryptar ’) was dissolved in Sérensen’s phosphate buffer 
solution. On the first day 75,000 units of trypsin were 
administered, on the second day 100,000 units, and on the 
third and subsequent days 125,000 units. 

In 2 patients sputum viscosity was lowered ; in 1 it 
was increased ; in 4 it remained unaltered. 

Some degree of irritation by the vapour was observed 
in nearly all patients. The aerosol can irritate the eyes, 
and mild transient hoarseness after the treatment is 
common. 2 patients became wheezy and dyspneic after 
each inhalation, and coughed vigorously for a time, but 
their total sputum volume for the day was not more than 
slightly increased. Farber et al. (1954) have also observed 
considerable irritative effects with inhaled trypsin, which 
in their opinion outweigh its possible advantages. It 
seems possible that trypsin given in this way acts mainly 
as a réspiratory-tract irritant, and that its chief virtue (if 
it can be so called) is that it thereby stimulates coughing. 


Deoxyribonuclease 

Theoretically this should be a more satisfactory proteo- 
lytic enzyme to use in patients with viscid sputa, for it 
acts on deoxyribonucleoprotein (D.N.P.), the component 
which chiefly accounts for the viscosity of purulent 
sputum (Armstrong and White 1950). Deoxyribonuclease 
is, however, less likely to be of use to patients with 
mucoid sputa, in which p.N.P. is not present to the same 
extent. 

Armstrong and White (1950) found that deoxyribonuclease 
reduced the viscosity of pene sputum in vitro, and thought 
that some clinical benefit was apparent in a few patients to 
whom this enzyme was administered in aerosol form. Farber 
et al. (1954) also noted some apparent decrease in sputum 
viscidity after deoxyribonuclease, but did not find the clinical 
benefit very impressive. 

3 of our patients received twice-daily inhalations of 
deoxyribonuclease, which was made up in a solution, at 
pH 7-0, containing magnesium chloride, an obligatory 
activator, and peptone, which stabilises enzyme activity. 
The solution must be used at once, as its activity declines 

















_770 THE LAN vCET) 


ORIGINAL sennistemmnl 


{oor. 19, 1957 





mittee at room temperature. 1 patient used on each 
occasion a solution containing 1-25 mg. of deoxyribonu- 
clease, but the other 2 received only half this amount 
(0-625 mg. in each inhalation). 

In no case was any significant change in sputum vis- 
cosity observed. 

The 2 patients who received the smaller dosage experienced 
no untoward effects. The patient who had the larger dosage 
complained of some dyspnea and burning in the chest after 
the inhalations. Two weeks after the treatment was completed 
he died in coma, and necropsy revealed multiple cerebral 
abscesses. From these abscesses, and from the widespread 
bronchiectatic abscesses in his lungs, the same organism, 
Escherichia coli, was obtained. It seemed not unlikely that 
the proteolytic activity of deoxyribonuclease played some part 
in facilitating the passage of organisms from the bronchi into 
the blood-stream, and we therefore did not feel justified in 
giving deoxyribonuclease to any more patients. Farber et al. 
(1954) also noted frequent side-effects, including hemoptysis, 
after administration of deoxyribonuclease, but they were using 
larger doses. We agree with them in considering that this 
enzyme is not without danger, especially to patients with 
heavily infected and damaged lungs. On the other hand, its 
advantages seem to be doubtful. 


Comparison of Expectorants 

In comparing the various expectorants used, one with 
the other, no constant effect could be observed. In 4 
patients, sputum viscosity remained almost constant, 
both in the control period and throughout the trials 
(fig. 1). In 3 patients the viscosity during therapy was 
consistently higher than it had been in the control period 
(fig. 2). In 1 patient all forms of treatment lowered the 
viscosity (fig. 3). In 1 patient the results were variable 
(fig. 4). 

Sputum Volume 

Although the object of this trial was primarily to observe 
changes in spntum viscosity, sputum volume was also 
measured, and it is of interest to note that the daily 
sputum output of every patient remained remarkably 
constant throughout the whole period of observation. 
This is of some value in confirming that the viscosity 
figures have not been influenced by variations in the 
patients’ clinical condition, and it also supports the con- 
clusion of Alstead (1939) that expectorants given inter- 
mittently do not significantly influence sputum output. 


Discussion 

The results of this trial lend no support to the belief 
that currently available expectorants, when administered 
in the usual intermittent manner, effectively lower sputum 
viscosity. Several workers have convincingly demon- 
strated such a decrease in vitro. This does not necessarily 
conflict with our findings, for in-vitro measurements are 
made when the drug is actually in contact with the 
sputum, whereas we were measuring the overall effect of 
intermittent therapy. Presumably, therefore, the effects 
of expectorants on viscosity are very transitory. Theore- 
tically it might be possible to lower sputum viscosity 
effectively by giving continuous treatment, but this 
would only be practicable with such apparently benign 
substances as hot and cold steam. The traditional steam- 
tent can at least do no harm, whereas continuous mist. 
expect. would soon prove nauseating, and continuous 
enzyme inhalation might be positively dangerous. 

It is of course possible—though it seems improbable— 
that the therapeutic effect of expectorants is wholly 
unrelated to sputum viscosity. This is a speculative 
matter with which we are not here concerned. Neverthe- 
less, it is odd that medicaments whose therapeutic value 
is supported by so little objective evidence continue to be 
so popular with both doctors and patients. It seems 
unlikely that suggestion can entirely account for their 
remedial effect, though undoubtedly this is a potent 
factor. Most of our patients, all of whom were aware of 
the purpose of the trial, said at the end of ft that they had 
noticed no particular benefit from any of the drugs. 


Summary 

Various expectorants were administered in the usual 
intermittent way to patients, and the viscosity of their 
daily output of sputum was measured. 

No evidence was found that such drugs given in this 
way effectively lower sputum viscosity. 

We are indebted to Monsanto Chemicals Ltd. for supplies of 
‘Triton W.R.1339,’ to Armour Laboratories for aerosol “Tryp- 
tar,’ and to Dr. W. M. Fee, of Benger Laboratories Ltd., for the 
deoxyribonuclease. Our thanks are due to Mr. E. M. Seller, 
A.I.M.L.T., for technical assistance. The expenses of this trial 
were defrayed by a grant from the Wrexham, Powys and 
Mawddach Hospitals Management Committee. 
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OXYTOCIC AND ANTIDIURETIC ACTIVITY 
IN BLOOD FROM THE CONSCIOUS 
SUBJECT 


G. W. Bisset 
M.B. Lond., D. Phil. Oxon. 
ASSISTANT LECTURER IN PHARMACOLOGY 


J. Lee 
M.B. Lond., M.R.C.P. 
CHIEF ASSISTANT, ENDOCRINE UNIT; PART-TIME SENIOR 
LECTURER IN PHYSIOLOGY 
CHARING CROSS HOSPITAL MEDICAL SCHOOL, LONDON 


In a previous investigation (Bisset et al. 1956) extracts 
of blood obtained from the internal jugular veins of 
patients under anesthesia were assayed for oxytocic and 
antidiuretic activity. It was not known to what extent 
the levels of activity detected were influenced by the 
effects of anesthetic drugs on the neurohypophysis. It 
has now been possible to obtain blood for assay from 
different parts of the cardiovascular system in the 
conscious subject. Dr. Sheila Sherlock and Dr. A. 
Dawson, of the Postgraduate Medical School of London, 
at Hammersmith Hospital, have provided us with samples 
of blood collected during cardiac catheterisation from 
unanesthetised patients. All of the six cases which were 
available were under investigation for hepatic cirrhosis or 
infective hepatitis. Although the series is small the results 
provide a pointer to future work. 


Methods 
Collection of Blood Samples 

One patient (case 1 in the accompanying table) was 
given an injection of pethidine before cardiac catheterisa- 
tion ; none of the others received premedication. Samples 
were withdrawn either by cardiac catheter from the 

internal jugular vein and bulb, the superior vena cava and 
the right atrium or by puncture of the median cubital 
vein and the femoral artery. 

Blood from the internal jugular vein or the superior vena 
cava will be designated “ central,’’ and from the remaining 
sites, peripheral” * From each patient a sample of “ central ” 
blood was obtained, followed within 2 or 3 minutes by a 
samp le of “ peripheral ” blood. To’a 5 ml. sample of the 

«aimee ” blood oxytocin e Pitocin,’ Parke Davis & Co.) 


100 mU, or vasopressin (‘Pitressin,’ Parke, Davis & Co.) 10 mU 
was added to serve as a control for the recovery of activity in 
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ENDOGENOUS OXYTOCIC AND ANTIDIURETIC ACTIVITY IN CENTRAL AND PERIPHERAL BLOOD FROM CONSCIOUS PATIENTS 
AND RECOVERY OF ADDED HORMONE 


Endogenous activity in the blood 
































: : i “ Recovery 
Case Sex Age (yr.) Condition Central Peripheral e addec 
s ” siete dca ” 10ormone 
Source Oo A Source oO A 
1 F 56 Cirrhosis LJ.V. 12 | <0003 | F.A. | 02006) | <0-003 | 42% 
2 M 45 “ Intective hepatitis I.J.B. 03 | <0007 | MCV. | 0100-3) | <0-008 78 %, 
Cirrhos' | ie, Aa 
3 M 56 (lamploidoais) L.J.B. 0-0(0-6) <0-003 | R.A. 0-0(0-2) <0-004 N.E. 
Cirrhosis with | bel Hee 
4 M 40 ascites 1.J.B. 0-1 0-023 | M.C.V. <0°3 <0-013 | 43% 
5 F 52 Cirrhosis 8.V.C. <0-4 <0-014 M.C.V. | <0°5 <0: 015° ; 44% 
6 F 45 Cirrhosis with LJ.V. | 06-1) | 0019 | M.C.V. | 0401-4) | <0-003 83% 
le cedema j } 
Mean | <O-4 <0-012 <0°3 <0-008 | | 58 % 
nm O =oxytocic activity ‘in terms of oxytocin (mU per ml. Mi; ve 8. v. Cc. =stperior vena cava, 
A = antidiuretic activity in terms of vasopressin (mU per ml.). & ri =femoral artery. 
I. -V. ., 1.J.B. =internal jugular vein or bulb. R.A. =right atrium. 
M.C.V. =median cubital vein. N.E. =not estimated. 


the extracts. The blood was collected in siliconed glass syringes 


(Bisset and Lee 1956) containing a trace of heparin 5000 U per . 


ml. and delivered at once into nine volumes of acid alcohol in 
a polythene beaker. 


Preparation of Extracts 

The samples of blood in acid alcohol were taken for 
extraction from Hammersmith Hospital to Charing Cross 
Hospital Medical School. This involved a delay of about 
an hour in centrifuging the samples to“remove the pre- 
cipitated plasma proteins. Extracts were prepared from 
the supernatants by an improved method (Bisset and Lee 
1957). 


Assay of Extracts 


In the previous investigaticn pituitary (posterior lobe) 
extract (‘ Pituitrin,’ Parke Davis & Co.) was used as the 
standard for both oxytocie and antidiuretic assays. It 
has since been shown by Ginsberg (1956) that pituitrin, 
which is assayed for oxytocic activity only, has a relatively 
low and variable antidiuretic potency when given by 
intravenous injection in rats. It was therefore decided in 
the present investigation to use separate principles for 
assays, i.e., oxytocin (pitocin) for oxytocic, and vaso- 
pressin (pitressin) for antidiuretic, activity. 

In a preliminary experiment it was found that pitocin 
and pituitrin did not differ by more than 10% in their 
oxytocic activity on the isolated uterus of the rat. In 
the case of oxytocic assays, therefore, comparisons of the 
results obtained with these two different standards is 
valid. 

The methods of assay were the same as those used 
previously (Bisset et al. 1956). 


Results 


The results of assays of endogenous oxytocic and anti- 
diuretic activity in ‘‘ central ’’ and ‘‘ peripheral ”’ blood, 
and the recoveries of exogenous activity, are shown in the 
table. The mean recovery of exogenous oxytocin (cases 
1, 4, 5, and 6) or vasopressin (case 2) extracted from 
‘“* peripheral ’’ blood was 58%. Concentrations of endo- 
genous activity are expressed in terms of oxytocin and 
vasopressin and have not been corrected for loss of 
activity on extraction. 

In most cases oxytocic activity amounted to less than 
1-0 mU per ml. To assay such small amounts is difficult. 
If, for example, 20-0 ml. blood containing 1-0 mU per ml. 
of oxytocic activity are concentrated to 3-0 ml. of extract, 
and half is used for the antidiuretic assay, there remains 
for the oxytocic assay only 1.5 ml. of an extract containing 
less than 7-0 mU per ml. Of this 1-5 ml., 0-5 ml. is required 
for treatment with sodium thioglycollate in order to 


detect any non-specific activity due to substances other 
than oxytocin. Unless the test preparation is particularly 
sensitive, it may be possible to state only the upper limit 
of activity, and this is indicated in the table by the 
symbol <. In those cases in which activity was not 
abolished by sodium thioglycollate the ‘on-specifie 
activity has been deducted from the total activity, and the 
latter is shown in parentheses. 

The mean concentrations of oxytocic activity were 
<0-4 mU per ml. in “ central,” and <0-3 mU per ml. in 
‘* peripheral ’’ blood. The corresponding values for anti- 
diuretic activity were <0-012 and <0-008 mU per ml. 
In all cases except case 3 oxytocic activity was detected 
in both “ central ” and “ peripheral ’’ blood. Antidiuretic 
activity was detected in two cases, nos. 4 and 6, but in 
‘“‘ central” blood only; the activity was abolished by 
sodium thioglycollate. 


Discussion 

It is assumed that in man the internal jugular veins 
provide the main drainage of the brain and pituitary 
gland. In the general circulation the neurohypophysial 
secretions are diluted and rapidly destroyed. If, therefore, 
the oxytocic and antidiuretic activity in blood extracts is 
due to the hormones of the neurohypophysis, the con- 
centration should be higher in “‘ central” than in “* peri- 
pheral ” blood. 

In most of the present observations activity was either 
undetectable or present in too low a concentration to 
permit a valid comparison between “ central’? and 
‘** peripheral” blood. In case 1 however, in which the 
oxytocic activity in blood from the internal jugular vein 
exceeded 1-0 mU per ml. and could be assayed with some 
degree of accuracy, the concentration in blood obtained 
practically simultaneously from the femoral artery was 
only 0-2 mU per ml. It should be noted that this was the 
case in which the patient was given an injection of 
pethidine, a drug which is known to stimulate the neuro- 
hypophysis. In, a parallel experiment which was carried 
out on an anesthetised patient it was found that the 
concentration of oxytocie activity in blood from the 
internal jugular vein was 1-3 mU per ml. compared with 
0-2 mU per ml. in blood obtained from the median cubital 
vein. 

Antidiuretic activity was detected in only two cases 
(4 and 6): it was present in ‘“‘ central” blood only. In 
case 6 the ratio of the potency of “central” to that of 
‘* peripheral ’’ blood was at least six, and was similar to 
the ratio observed in the case of oxytocic activity in case 1 
and in the anesthetised patient. These results, which 
provide evidence for the neurohypophyseal origin of the 
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activity in blood extracts, may be compared with those 
obtained in the rat by Ginsberg and Heller (1953). In 
this species the external jugular vein constitutes the main 
venous drainage of the pituitary gland. In conscious 
animals, antidiuretic activity was not detected in blood 
from the external jugular vein (<0-1 mU vasopressin per 
ml). In animals in which the neurohypophysis was 
stimulated by ether anzsthesia and by the withdrawal of 
successive samples of blood, activity was detected, and 
the concentration was found to be from 4 to 8 times 
greater than in blood from the carotid artery. 

In the previous investigation (Bisset et al. 1956) blood 
was obtained from the internal jugular veins of patients 
under anesthesia. The mean concentration of oxytocic 
activity was 1-2 mU per ml. (s.£.+0°26). The value of 
<0-4 mU per ml. obtained in the present series of con- 
scious subjects is significantly lower (P< -05), despite the 
fact that the recovery of activity in control experiments 
was greater (58% compared with 3 38%). These results 
confirm the view that the high levels of ‘oxytocic activity 
previously reported may have been due to stimulation of 
the neurohypophysis by anesthetic drugs. 

It is interesting to note that in the two cases (4 and 6) 
in which antidiuretic activity was detected, either edema 
or ascites was present. Whether or not the raised con- 
centration of antidiuretic activity in ‘‘ central] ”’ blood is 
causally related to the water retention is uncertain. The 
fact that activity was absent from ‘“ peripheral ”’ blood 
suggests an increased secretion, rather than a decreased 
inactivation, of the hormone. This problem will be the 
subject of a further investigation. 

It may be noted also that the high levels of antidiuretic 
activity in cases 4 and 6 were associated with low levels 
of oxytocic activity in the same samples of blood, whereas 
in case 1 the converse is true. These differences would 
suggest the possibility that vasopressin and oxytocin may 
be released independently from the neurohypophysis. 


Summary 


(1) Oxytocie and antidiuretic activity has been assayed 
in extracts of blood obtained from conscious subjects 
during cardiac catheterisation. 

(2) The mean concentration of activity in ‘“ central ” 
blood from the internal jugular vein or bulb, or the 
superior vena cava, was <0-4 mU per ml. oxytocin, and 
<0-012 mU. per ml. vasopressin. The corresponding 
figures for ‘‘ peripheral ’’ blood from the right atrium, the 
median cubital vein, or the femoral artery were <0-3 mU. 
per ml. oxytocin and <0-008 mU per ml. vasopressin. 

(3) In cases in which a high concentration of oxytocic 

or antidiuretic activity was detected in ‘‘ central ”’ blood, 
activity in “ peripheral ’’ blood was either undetectable 
or present in very low concentration. This provides 
evidence in favour of the view that the activity detected 
in blood extracts is of neurohypophyseal origin. 
(4) The mean concentration of oxytocic activity in 
central’’ blood was significantly lower than that 
previously reported for patients under anesthesia, sug- 
gesting that anesthetic drugs may cause the release of 
oxytocin from the neurohypophysis. 

(5) A dissociation between oxytocic and antidiuretic 
activities in the same samples of blood suggests the 
possibility that oxytocin and vasopressin may be released 
independently from the neurohypophysis. 

We should like to express our gratitude to Dr. Sheila 
Sherlock and Dr. A. Dawson for their kindness in providing 
us with blood samples from their patients. 
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THE EFFECT OF P d- TUBOCURARINE 
CHLORIDE ON THE BLOOD-PRESSURE OF 
ANASTHETISED PATIENTS 

E. T. THomas 


M.B. Lond., F.F.A.R.C.S. 
HILLINGDON HOSPITAL, 





SENIOR REGISTRAR, UXBRIDGE, MIDDX 


Tue blood-pressure may fall after the intravenous 
injection of d-tubocurarine chloride in man (Albertson 
et al. 1956, Cullen 1943, Comroe and Dripps 1947, 
Doughty and Wylie 1951, Grob et al. 1947, Gray and 
Halton 1946, Harroun et al. 1947, Prime and Gray 1952, 
Whitacre and Fisher 1945). The fall occurs infre- 
quently and is small, except when d-tubocurarine is 
used with deep anesthesia (Whitacre and Fisher 1945, 
Comroe and Dripps 1947), with fluorinated hydro- 
carbons (Bryce-Smith and O’Brien 1956, Johnstone 
1956), or in ‘* sehsitive ’’ patients (Foldes 1957). 

In my experience, however, the blood-pressure often 
falls after the use of d-tubocurarine in anzsthetised 
patients and the fall is sometimes large. I describe here 
an investigation undertaken to find 6ut if such falls are 
due to d-tubocurarine and to assess their degree and 
incidence. 

Method 


After premedication with ‘ Omnopon ’ and scopolamine 
or with morphine and atropine anesthesia was induced 
with 250-750 mg. of thiopentone sodium according to 
the age, weight, and clinical response of the patient, 
and continued with nitrous oxide (75%) and oxygen 
(25%) or with light cyclopropane and oxygen. Suxa- 
methonium chloride was used when intubation was 
necessary and to provide relaxation pending the adminis- 
tration of d-tubocurarine (hereafter called curare). 
Respiration was controlled when inadequate. 

Curare was given intravenously to 122 fit adult patients 
undergoing surgical operations (partial gastrectomy 29, 
choleeystectomy 12, herniorrhaphy 52, other abdominal 
operations 14, orthopedic operations 15). 

The doses were chosen as being representative of those 
in common use. The number of patients receiving each 
dose is shown in the accompanying table. 

The blood-pressure was measured in the arm, by the 
auscultatory method, at minute intervals. Curare 





| curare IV. 0:67 mg. per kg. of body-weight 
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Fig. |—Effect of d-tubocurarine chloride 0°67 mg. per kg. of body- 
weight on blood-pressure of a fit woman aged 44: A, blood-pressure 
before curare taken as mean of three values; 8, blood-pressure 
after curare taken as mean of three values. 
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DOSES OF d-TUBOCURARINE CHLORIDE AND BLOOD-PRESSURE 
CHANGES IN bao FIT PATIENTS 


Dose (mg.) , ye 15 | 20 25 | 30 35 40 
No. of patients — a3 20 | 25 20 27 21 9g 
Change in systolic blood- | | 
essure (mm. Hg) : | | 
ean a - —5 —11 —19 | —22 > —28 | —37 
Range es .. | From| From | From | From | From | From 
+14) +8 7 8 +4 +11) -—8 


to | to to to | to 
—24 | —46 “9 —60 | -—53 | -—67 
was given when the systolic pressure had been steady 
for five minutes. The change in pressure was taken as 
the difference between the mean of the three observations 
immediately before injection (fig. 14) and the mean of 
those at the third, fourth, and fifth minutes after 
injection (fig. 1s). 
The age, sex, weight, and type of operation were 
recorded for each patient. 
Results 
The blood-pressure fell after the injection of curare 
in 105 (86%) of the 122 fit patients, was unchanged in 


3, and rose in the remaining 14. 
The systolic pressyre was within normal limits in all 


the patients before curare was given. After injection it. 
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DOSE-OF d-TUBOCURARINE CHLORIDE 
(mg. per kg. of body-weight ) 
Fig. 2—Relationship b dose of d-tubocurarine chloride and 
change in systolic blood-pressure in 116 fit patients. 


fell to below 80 mm. Hg in 22% of vhe patients, to below 
70 mm. Hg in 10%, and to below 60 mm. Hg in 3%. 

The fall in pressure began within one or two minutes 
of injection and reached a maximum within two to 
five minutes. Recovery was rapid if the fall was small, 
but prolonged if it was large (fig. 1). 

The mean fall ia pressure increased with the dose (see 
table), although individual] response was variable (fig. 2). 
The change was not significant in the 15 mg. group, 
but it was when the dose was 20 mg. (t = 2-05, 
0:05 >p>0-02) or larger. 

There was a direct relationship between the dose of 
curare, within the limits of 0-1—0-75 mg. per kg. of body- 
weight, and the amount of fall in systolic pressure 
(correlation coefficient r=0-52, p<0-001, fig. 2). The 
results for 6 patients have been omitted here because 
their weights were not recorded. 

The proportion of large falls (arbitrarily defined as 
30 mm. Hg or more) was greater with doses of 0-4— 
0-75 mg. per kg. of body-weight (24 of 58 patients) than 
with those of 0-1—0-39 mg. per kg. of body-weight (8 of 
58 patients). The difference was significant (y? = 13-0, 
p<0-001): 

The diastolic pressures fell in much the same way. 
The results have not been tabulated because they were 
incomplete. 

In the 14 ill patients the fall in pressure was larger : 
15 mg. (0-2—0-33 mg. per kg. of body-weight) produced a 
mean fall in systolic pressure of 31 mm. Hg; the range 


2° 





of effect was +13 to -73 mm. mayne ; and the fall was 
greater than 30 mm. Hg on eight occasions. 

In the 20 patients who were given suxamethonium 
50 mg. the mean change in pressure was +0-6 mm. Hg, 
and the range +19 to -20 mm. Hg. This change was 
not significant. 

Discussion 


It may be argued that the observed falls in blood- 
pressure could have been due to controlled respiration 
or to other factors—e.g., surgical manipulation—rather 
than to the curare. The first possibility is unlikely 
because no significant fall followed control of respiration 
in patients paralysed with suxamethonium and the 
pressure after curare returned to its previous level while the 
respiration was still being controlled. Other factors are 
also unlikely to be responsible because the fall always 
appeared within one or two minutes of the injection. 

In spite of the correlation between the dose of curare 
and the amount of fall in blood-pressure a feature of the 
results was the wide variation in response from patient 
to patient. A detailed analysis of the data suggested 
that, although the patients’ age, the site of operation, 
and whether or not suxamethonium was given before 
the curare might have influenced the response, these 
factors were not enough to explain the wide range of 
individual susceptibility. 

This investigation gives no information about the 
mechanism by which curare produces hypotension. 
Pharmacologica] evidence suggests that the most likely 
causes are histamine release (Alam et al. 1939, Brown 
1947, Comroe and Dripps 1946, Grob et al. 1947, Land- 
messer 1947, Mongar and Whelan 1953, Sniper 1952) 
and autonomic ganglion block (Everett 1948, Guyton and 
Reeder 1950, Luco and Altamirano 1943, Luco and 
Mesa 1941, Mautner and Luisada 1941). 


Summary 


Blood-pressure changes following the intravenous 
injection of d-tubocurarine chloride 0-1—0-75 mg. per 
kg. of body-weight were studied in 122 fit patients and in 
14 ill ones. 

The pfessure fell in 117 of these, the fall being relatively 
greater in the ill patients. 

Dose and blood-pressure fall were significantly corre- 
lated, but there was considerable variation between 
individual responses to the same dose. 

Reasons are given why the fall is due to a specific 
effect of the curare. 

I wish to thank Dr. H. J. V. Morton for helpful advice and 
criticism. 
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HAMOGLOBINURIA AND ACUTE 
HAMOLYTIC ANAZMIA ASSOCIATED WITH 
PRIMARY ATYPICAL PNEUMONIA 


J. W. STEWART 
M.B. Lond. 
ASSISTANT PATHOLOGIST, BLAND-SUTTON INSTITUTE OF 
PATHOLOGY 


P. H. FrRreDLANDER 
M.A., M.D. Cantab., M.R.C.P. 
FORMERLY SENIOR MEDICAL REGISTRAR 
MIDDLESEX HOSPITAL, LONDON 


Acute hemolytic anemia complicating primary 
atypical pneumonia, and usually associated with high- 
titre cold agglutinins, is comparatively uncommon. 
However, of recent years there has been an increasing 
number of reports of this complication. 

Antopol et al. (1939) reported 2 patients with acute 
hemolytic anemia associated with cold auto-agglutinins : one 
patient had pneumococcal lobar pneumonia; and both had 
received sulphonamide therapy. 

Dameshek (1943) described 2 patients with acute hemolytic 
anemia associated with atypical (virus) pneumonia. Potent 
cold agglutinins were present with maximal activity at 3°C, 
some activity at room-temperature, and little or no activity 
at 37°C. The patients were treated with sulphonamides, 
which were considered to be responsible jointly with the cold 
agglutinins for the hemolysis. 

Similar cases were described by Horstmann and Tatlock 
(1943) and Peterson et al. (1943), who established the presence 
of cold agglutinins, usually in high titres, in most cases of 
atypical (virus) pneumonia, 

Ginsberg (1946) described the first case of acute hemolytic 
anemia developing during the course of severe primary 
atypical pneumonia with a high titre of cold agglutinins in a 
patient who had not been treated with sulphonamides. 

Besterman and Brigden (1949) reported the first such 
patient in this country and collected 25 other published cases. 

Since then there have been further reports of similar cases, 
and Dacie (1955) has investigated the sera of 8 such patients. 


From these reports it appears that hemolysis associated 
with atypical pneumonia usually develops at the end of 
the second, or in the third, week of the illness. The 
onset is usually sudden, and the patient, who has almost 
recovered from his respiratory infection, becomes very 
ill again, with increasing pallor, jaundice, and often 
pyrexia. The liver may be palpable, but the spleen is 
less often felt ; anzmia is usually severe, and leucocytosis, 
with some primitive cells in the peripheral blood, is 
nearly always present. The serum-bilirubin level is raised, 
and the plasma-hemoglobin level also is usually above 
normal. Urobilinogen is present in excess in the urine, 
and there is sometimes frank hemoglobinuria. Auto- 
hemagglutination at room-temperature is striking and 
invariable. The auto-agglutinins are always of the cold 
variety, with titres that may rise to 1 : 32,000. 

We report here a further case partly because of the 
striking mode of presentation (hzemoglobinuria) and 
partly because the Donath-Landsteiner reaction was 
positive, which is unusual. 


Case-report 


A man, aged 52, felt unwell on April 12, 1955, and next 
day had a severe cough, with general malaise and night sweats. 
After three days in bed he felt sufficiently well to move house. 
On April 27, 1955, he consulted his doctor, complaining of 
shortness of breath, a cough with sputum, and weakness. He 
was apyrexial, and presented no abnormal physical signs. 
His sputum was mucopurulent and slightly bloodstained, and 
Streptococcus viridans was cultured from it, together with 
scanty growths of monilia and Neisseria catarrhalis. On 
April 29, 1955, his temperature rose to 101-2°F, and treatment 
with * Estopen’ 500,000 units daily was started; no sul- 


phonamides were given. After three days he became apyrexial 
and the infection of his respiratory tract was-tmproving. On 


ORIGINAL ARTICLES 





{oct. 19, 1957 





the night of May 3, 1955, his urine, which had previously 
been normal in colour, was deep red. Next morning he was 
jaundiced, but in the evening his urine was paler. On the 
morning of May 5, 1955, his skin and conjunctive were pale 
light yellow, his tongue was furred and there were basal rales 
in his chest, with some scattered bronchospasm. His blood- 
pressure was 120/80 mm. Hg; his liver and spleen were 
impalpable, and his urine had the colour of dark mahogany. 
He had had no serious illness in the past. He was admitted 
to hospital on the evening of May 5, 1955, because his general 
practitioner had reported that his condition had deteriorated 
since the morning. 

On examination the patient was apyrexial but obviously 
very anemic. A sample of urine obtained soon after admission 
was dark red, sp. gr. 1-020, and contained albumin and blood 
(chemical test). Subsequent analysis of this urine showed an 
excess of urobilinogen together with methemoglobin ; there 
was no bilirubin. A specimen of blood taken on admission 
by the usual technique was grossly hemolysed. Another 
specimen was then taken into a syringe warmed to 37°C and 
did not appear hgmolysed to the naked eye. The plasma 
was icteric and slightly brown; this was shown to be due to 
methemalbumin. The hemoglobin was 4:8 g. per 100 ml., 
red blood-cells 1,400,000 per c.mm., packed-cell volume 15%, 
mean corpuscular volume 107 c.u., mean corpuscular hemo- 
globin concentration 32%, and reticulocytes 7%. A blood 
film showed normochromia and anisocytosis; there were 
37,800 white blood-cells per c.mm. (neutrophils 79%, lympho- 
cytes 17%, monocytes 4%). The blood-group was A, rhesus- 
positive, the erythrocyte-sedimentation rate (E.s.R.) 156 mm. 
in 1 hour (Westergren), blood Wassermann reaction negative, 
and cold agglutinin titre 1: 1024. The Donath-Landsteiner 
reaction was positive and Coombs test positive (cells separated 
and washed at 37°C). Microscopy of the urinary deposit 
revealed a moderate number of red blood-cells, many leucocytes, 
and granular casts; culture of the urine and the blood was 
sterile. Culture of the sputum gave a very scanty growth 
of 8-hemolytic streptococci ; three cultures were negative for 
tubercle bacilli. Chest radiography showed small irregular 
opacities at both bases, suggesting patchy pneumonitis, and 
some fibrosis in the right upper zone. 

Treatment and Progress.—On May 7, 1955, the patient was 
transfused with 3'/, pints of packed red cells. His urine was 
now quite normal in colour. He improved steadily after this 
and two days later became apyrexial. On May 12, 1955, his 
chest still showed bilateral basal crepitations and some 
bronchospasm, but his hemoglobin was now 7-5 g. per 100 ml., 
white cells 11,500 per c.mm., and reticulocytes 10%. Sub- 
sequent progress was uneventful: there was no further 
hemoglobinuria, and the blood-count gradually returned to 
normal. He was treated with cyanocobalamin 1000 ug. twice 
weekly and ferrous sulphate gr. 6 t.i.d. and was discharged 
symptom-free on June 10, 1955, when radiography showed 
that the left base was now clear and the right base almost 
clear, his hemoglobin was 11-5 g. per 100 ml., and the 
Donath-Landsteiner reaction was still positive. 

Follow-up.—On July 12, 1955, he was symptom-free and 
presented no abnormal physical signs; his urine was clear 
yellow and contained no albumin. Radiography showed that 
his lung fields were clear except for the fibrosis at the right 
apex. His hemoglobin was 13-8 g. per 100 ml., white cells 
7100 per c.mm., £.s.R. 33 mm. in 1 hour (Westergren) ; the 
Donath-Landsteiner reaction and Coombs test were still 
positive. 

Donath-Landsteiner Test 

The Donath-Landsteiner cold antibody is unique in 
its mode of action. Thus, though it is a true cold antibody 
in that it only attaches itself to the red cells at tem- 
peratures well below 37°C, the hemolysis due to the 
antibody only takes place when the blood is rewarmed 
to 37°C in the presence of complement. All other types 
of cold hemolytic antibodies cause hemolysis when the 
blood is cooled. 

In our patient the degree of cooling required to render 
the Donath-Landsteiner reaction positive altered with 
time. Thus, on admission, cooling of the blood to room- 
temperature (21°C) was sufficient because the blood was 
grossly hemolysed on being rewarmed. Later, it was 
necessary to cool the blood to 17°C before hemolysis 
occurred on rewarming. On July 12, 1955, to elicit a 
positive Donath-Landsteiner reaction it was necessary to 
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cool the blood to 7°C for hemolysis to take place on 
rewarming. A year after the patient had been discharged 
from hospital, both the Donath-Landsteiner reaction and 
the Coombs test were negative. 


Discussion 


Hemoglobinuria is an uncommon development in the 
hemolytic anemia associated with atypical (virus) pneu- 
monia. Probably the speed and severity of the hemolytic 
process are the determining factors: the more rapid the 
process the more likely it is that the renal threshold for 
hemoglobin is exceeded and hemoglobinuria results. 

Various suggestions about the mechanism of this 
hemolytic process have been made. 

(1) Stats (1945) showed that, in the presence of cold 
agglutinins, the red cells have an increased mechanical 
fragility. He suggested that hemolysis might be due to 
trauma in the circulation, but against this theory is the fact 
that many patients with high-titre cold agglutinins do not 
have hemolytic anemia. However, the harmful effect of 
chilling patients with high-titre cold agglutinins is well illus- 
trated by the patient described by Colmers and Snavely (1947) 
in whom acute hemolytic anemia followed sponging with 
cold alcohol. These workers later demonstrated local hemo- 
lysis in this patient whez the arm was immersed in cold water. 

(2) A second possibility is suggested by Dacie (1949, 1950, 
1955), who showed that patients with high-titre cold agglu- 
tinins and hemolytic anemia also have a cold hemolysin 
which is most active at a lower pH than that normally found 
in the plasma ; hemolysis could be demonstrated readily in 
such cases in vitro by acidifying the serum. Dacie also found 
that there was no good correlation between the height of the 
titre and the development of hemolysis, but he has suggested 
that the highest temperature at which the cold hemolysin is 
active is more important in determining hemolysis than the 
titre in the cold. 

(3) A third mechanism of hemolysis is due to the absorption 
or fixation of the virus on to the patient’s red cells, which 
are then destroyed together with the virus by the patient’s 
antibodies, as suggested by Moolten et al. (1953) in the case 
of the virus of Newcastle disease. 

(4) Our patient represents a fourth possible mechanism, 
because hemolysis followed rewarming of the blood after 
chilling, the Donath-Landsteiner reaction being positive. It 
seems likely that the patient was chilled during the ambulance 
journey to hospital, and that hemolysis took place when the 
cooled peripheral blood entered the circulation again. The only 
other reported case with a positive Donath-Landsteiner 
reaction is the patient described iby Neely et al. (1951), in 
whom it was “slightly positive’’: agglutination and some 
hemolysis took place when the blood was chilled, hemolysis 
being more severe on warming. Hemolysis, however, was 
by no means complete. 


Dacie’s suggestion that the thermal amplitude of the 
activity of the hemolysin is more important than the 
height of the titre of the cold agglutinin is confirmed by 
the present case. Thus, at first, cooling the patient’s 
blood to a temperature of 21°C and rewarming caused 
hemolysis in vitro; at this stage the patient had 
hemolytic anemia with hemoglobinuria. When, some 
weeks later, it was necessary to cool the blood to 7°C 
before hemolysis took place in vitro on rewarming, the 
patient presented no clinical evidence of hemolysis. 

The present case and that of Colmers and Snavely 
(1947) illustrate the advisability of avoiding chilling in 
the management of atypical (virus) pneumonia, particu- 
larly if there is a high titre of cold agglutinins, because 
there is a definite risk of precipitating acute hemolysis. 


Summary 


A patient with hemolytic anemia secondary to atypical 
virus pneumonia is described, in whom the presenting 
symptom was hemoglobinuria. Cold agglutinins were 
present in a titre of 1 : 1024, and the Donath-Landsteiner 
reaction was positive. The thermal amplitude of the 


activity of the cold antibody in vitro correlated well with 
the development of hemolysis in the patient. 


The possible factors involved in the hemolytic process 
are discussed, and it is suggested that chilling patients 
with a high titre of cold agglutinins is most undesirable 
because it may precipitate hzemolysis. 

Our thanks are due to Dr. G: E. Beaumont for permission 
to publish details of his patient and for encouragement 
and advice. 
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Preliminary Communications 


_ RENAL CLEARANCE OF FREE AND CONJU- 


GATED 17-HYDROXYCORTICOSTEROIDS IN 
NORMOTENSIVE AND HYPERTENSIVE 
SUBJECTS 


Tue adrenal cortex is now thought to play a large 
part in maintaining arteriolar tonus, and total adrenalec- 
tomy has been shown to cause a dramatic remission of 
malignant hypertension! But the relation between 
high blood-pressure and the secretion of adrenocortical 
hormones has not yet been elucidated. 

Several workers * have studied the levels of corticoids 
in the plasma of hypertensive patients, and their urinary 
secretion ; but no significant changes have been found, 
Analysis of the methods used in these investigations 
reveals that only the ‘‘free” fraction of corticoids 
was estimated in blood, whereas the ‘‘ total” (free and 
conjugated) corticoids were measured in urine. 

In the present work the free and the conjugated 
17-hydroxycorticosteroids (17-oH-cs) in blood and urine 
were estimated separately, thus allowing the separate 
determination of the renal clearance of endogenous free 
and conjugated 17-oH-cs. 


METHODS 


The methods developed and used in this work are to 
be published in detail elsewhere. They have been based 
on the Porter-Silber * colour reaction, and a butanol- 
chloroform mixture was used for extracting the conjugated 
17-on-cs. The reproducibility of the methods is best 
expressed by the coefficient of variation, which was 
2-2% in the method for free 17-on-cs, and 2-4% for 
urine and 5-0% for plasma in the method for conjugated 
17-OH-CS. 

One-hour renal clearance of 17-0H-cs was determined, 
free and conjugated steroids being estimated separately, 
in 12 normotensive people (most of them members of the 
staff) and in 11 patients with essential hyperteasion. 
To minimise possible differences due to diurnal variations, 
most of the tests were made between 9.30 a.m. and 
10.30 a.m. (A preliminary investigation revealed that 
one-hour clearance gave the most reproducible results.) 
The tests were made on a slightly falling diuresis, the 
patients drinking 200 ml. of water fifteen minutes before 
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the first emptying of the bladder. Creatinine clearance 
was examined simultaneously, the method of Loken ® 
being used for the estimation of creatinine in serum and 
urine. 

RESULTS 


No substantial difference was found between the 
renal clearances of the free 17-oH-cs in the two groups 
of people (normotensive and hypertensive). The clear- 
ance of the free 17-0H-cs in normotensives ranged between 
2:7 and 9-2 ml. of plasma per minute (mean 4-6 ml.) 
and in hypertensives betwee 1-9 and 9-6 ml. (mean 
5-7 ml.). Considerable differences, however, were detected 
in the renal clearance of the conjugated 17-oH-cs (see 
figure). In normotensives the conjugated _17-on-cs 
were cleared at a rate of 90-189 ml. of plasma per minute 
(mean 126 ml.), in hypertensives at a rate of 31-90 ml. 
(mean 55 ml.). Thus the clearance of the conjugated 
17-oH-cs was significantly lower in the hypertensives 
than in the normotensives. It was lower in those hyper- 
tensives whose renal function was normal as judged by 
other tests, including the creatinine-clearance test. 
In all the hypertensives with renal damage the decrease 
in the clearance of the conjugated 17-oH-cs exceeded 
the decrease in creatinine clearance. The decrease in 
clearance of the conjugated 17-oH-cs raised their level 
in the blood, altering the ratio of free to conjugated 
17-oH-cs in the blood. The mean of this ratio was 
1-0/1-1 in the normotensives and 1-0/2-2 in the hyper- 
tensives. 

The renal clearance of 17-0H-cs glucuronides (using 
8-glucuronidase hydrolysis) was determined simul- 
taneously with that of the total conjugated 17-oH-cs 
in a second series of normotensives and hypertensives. 
The 17-oH-cs glucuronides were cleared at similar rates 
in the two groups of people. Moreover, the levels of the 
total conjugated 17-oH-cs in the urines of the hyper- 
tensives were almost identical with the levels of the 
17-oH-cs glucuronides in the same specimens. 


DISCUSSION 


Are the detected differences primary or secondary to the 
renal damage ? It could be argued that, even ip cases with 
normal creatinine clearance, there may be a selective 
impairment of the renal function as regards certain 
substances, including conjugated 17-oH-cs. On the other 
hand, though very little is known about the factors 
regulating the glomerular filtration and the tubular 
reabsorption or the excretion -of corticoids, selective 
impairment seems unlikely. 


The fact that the patients with essential hypertension 
seem to lack conjugated 17-oH-cs other than glucuronides 


5. Loken, F. Scand. J. clin. Lab. Invest. 1954, 6, 325. 
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in their urines supports the possibility that this is a 
primary change. These conjugated 17-oH-cs may be 
retained in the circulation because of the formation of a 
triple complex with another substance (more firmly 
bound with proteins or polypeptides) which is too big 
to be cleared by the kidney. An alternative possibility 
is that in patients with essential hypertension the other 
conjugates (presumably sulphates) are either not 
synthesised or synthesised at a much lower rate. 

These questions are under investigation at present, 
as well as a possible change in the renal clearance of the 
endogenous 17-oH-cs when their levels are increased by 
stress or by corticotrophin. It is hoped that the 
solution of these problems will throw more light on 
the nature and the mechanism of the hypertensive 
diseases. 

I am grateful to the British Council for a scholarship which 
supported me during the first year of this work. 


L. KorNEL 
Department of Medicine, , 
University of Birmingham, M.D. Wroclaw 
and Department of Clinical On leave from Medical Department 
Endocrinology, United “CO,” Hadassah University 
Birmingham Hospitals Hospital, Jerusalem 


New Inventions 


MODIFICATION OF POLYETHYLENE CATHETER 
FOR INTRAVENOUS INFUSIONS 


THE use of a polyethylene catheter has simplified the 
giving of continuous intravenous infusions to small 
infants, but there is a weakness in the methods of con- 
necting the transfusion set to the catheter. The screw- 
down metal adapters which grip the polyethylene by 
compression of a rubber washer are heavy, drag on the 
catheter, and contain large dead spaces in which the red 
cells sediment, necessitating frequent adjustment of the 
drip regulator to maintain a constant drip-rate. Alterna- 
tively, a serum or hypodermic needle with the point cut 
off is pushed into the lumen of the es ee sag catheter 
as an adapter. The lumen of the pter is then the 
narrowest point in the drip system and, if only a fine 
catheter can be introdu into the vein, this narrow 
lumen may not permit sufficiently rapid drip-rates. 

To prevent the adapter needle from reducing the lumen 
of the catheter a 2-inch length of larger-size polyethylene 








Needle Polyethylene 1mm. bore 
16 or 19 swg. * 0°25 mm.wall Polyethylene 05 mm.bore 
x 0°25 mm. wall 
a 
G Joint 
Fig. 1 


tubing can be used as an outer sleeve, the adapter being 
inserted into one end and the catheter into the other 
(fig. 1). This does not create a watertight and airtight 
connection between the two pieces of polyethylene, and 
no satisfactory plastic cement for joining two pieces of 
ang doa seg has yet been found; but this junction can 

bonded by heat and the union made strong enough to 
withstand sterilisation by boiling. 


Method of sealing 


The two polyethylene tubes are united by melting the 
outer tube on to the inner after 2 inches of the outer tube 
has been pushed over the inner for about '/,—'/, in. A 


Metal strip 
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thin wire is inserted for about 1 in. beyond the join to 
prevent the tubes from collapsing during sealing 

The joint can then be gently and repeatedly ‘stroked 
with a heated strip of flat metal about '/, in. wide until 
the large tube melts to seal on to the smaller tube. This 
method is tedious, and it is better if the heated strip of 
metal is supported across the spirit-lamp flame, leaving 
both hands free to manipulate the polyethylene. 

A strip of 22 s.w.a. brass '/, in. wide is bent to form a 
semicircle, and each end is screwed to the ends of a 
wooden base-board (fig. 2): A spirit-lamp stands on the 
base-board and warms the metal strip. The polyethylene 
tube can then be held in both hands while the joint is 
rotated against the warm metal at the point of optimal 
temperature. , 

Care and experience are required because the tempera- 
ture at which the tube melts and bonds on to the smaller 
tube is easily exceeded. Close attention should be paid 
to the end of the large tube; if this is moulded down to 
a fine bevel, a leak-proof joint is more certain. If the 
tubing becomes too soft it should be kept revolving 
= the metal strip further away from the heat of the 

ame. 

To test for leakage methylated spirit is squirted 
through the tube under pressure while the walls of the 
far end of the catheter are pinched together. 


Injections into Catheter 


A further difficulty in the use of a polyethylene 
catheter is that when anzsthetists wish to use the trans- 
fusion as a vehicle for administering drugs during opera- 
tions on small infants, the.injection of such drugs into 
the tubing close to the vein irritates the surgeon by 
disturbing the sterile coverings ; the anzsthetist by the 
delay in the drug reaching the vein ; and the pediatrician 
by the frequent clotting and stoppage of the transfusion 
induced by the irritant injection. 

This problem has been overcome by using a poly- 
ethylene catheter 3 ft. long and bringing the end of the 
catheter righ to the head of the table. A two-way 
adapter is rds Bed between the polyethylene and the 
drip tubing. The anesthetist can then inject his drugs 
directly down the catheter and wash them into the vein 
with a small volume of either saline solution or blood 
before switching back to the normal transfusion. This 
technique has reduced significantly the namber of 
occasions in which a transfusion has become blocked 
during operations on very small infants. 

E. W. Hart 
M.B.E., M.D. Camb., 

F.R.C.P., D.C.H. 
R. J. ELDRIDGE 


Middlesex Hospital, London R. A. MILLARD 
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Medical Treatment 


KENNETH MaAcLEAN, M.D., F.R.C.P., assistant director, 
department of Medicine, Guy’s Hospital, London. 
London: J. & A. Churchill. 1957. Pp. 696. 50s. 


ADVANCES in therapeutics during the ay toes twenty years 
have been so rapid and extensive that books d 
almost exclusively with medical treatment have firmly 
established themselves. New drugs are now introduced 
with such speed, and under so many bewildering names, 
that it is hard to preserve a reasoned judgment of their 
worth. Dr. MacLean is therefore to be congratulated on 
this eminently reliable account of modern treatment. 
The house-physician, his seniors on the hospital staff, 
and the general practitioner will particularly appreciate 
the precise instructions about how to give drugs and 
manage patients. And -the medical student who consults 
Dr. MacLean’s views as he reads up his clinical cases will 
be much the wiser; and he will also profit from the 
general sections on fluid and electrolyte disturbances, 
steroid drugs, and antibiotics. 

In modern clinical practice many, treatments still have 
no reliable scientific basis, and some of them had inevit- 
ably to be described in this book. Some account would be 
welcome of the principles and difficulties of assessing in man 
the value of many forms of treatment. A new edition of this 
valuable book will certainly be needed before long, and it 
might then be possible to add such a chapter. 


A Synopsis of Otorhinolaryngology 


Joun F. Smmpson, F.R.C.S., consultant surgeon, ear, nose 
and throat dept., St..Mary’s Hospital, London, and 
Paddington General, Hospital, Ian G. Rosny, F.R.C.s., 
consultant surgeon, ear, nose, and throat dept., St. Mary’s 
Hospital, London, and Royal Northern Hospital ; 
J. CHALMERS BALLANTYNE, F.R.C.S., honorary first 
assistant, ear, nose, and throat dept., St. Mary’s Hospital, 
London, consultant surgeon, ear, nose, and throat dept., 
Royal Northern Hospital, and assistant director, audiol- 
ogy unit, Royal National Throat, Nose, and Ear Hospital, 
London. Bristol: John Wright. 1957. -Pp. 443. 42s. 


In its intention of providing quick reference, particu- 
aoe for those studying for postgraduate examinations, 
his book is entirely successful, and the whole subject is 

peer de a fully covered in under 450 pages. 

The introductory chapters on anatomy and physiology are 
brief and clear, particularly underlining the details relevant 
to surgical technique and clinical understanding. Numerous 
line drawings emphasising the more important points are a 
valuable feature, and they are especially useful in the chapters 
on radiology, where students’ difficulties are resolved by 


showing the principal views alongside the appropriate positions 
of the head. 

A synoptic style often gives a uniform emphasis, making it 
hard to separate the common and important conditions from 


‘the less common, so that the book’s practical value in clinical 


matters is limited. For instance, when dealing with acute 
otitis media, the fact that this is predominantly a disease of 
children and a common complication of measles is not at once 
apparent. In other sections various methods of treatment 
are listed rather impartially without necessarily giving the 
authors’ views about their respective merits, 

The preparation has clearly entailed much reference to 
modern literature, and future editions could usefully be enriched 
by the inclusion of a bibliography at the end of the chapters. 

Dr. C. H. Edwards’ useful concluding section on neurology 
of the ear, nose, and throat deals not only with intracranial 
complications in otorhinolaryngology but also with headache, 
facial pain, vertigo, and — disorders. 


Rheumatic Diseases, Rheumatism and Arthritis 


Hernrich G, BruescH, M.D., assistant professor of 
medicine, School of Medicine, Tufts University. Phila- 
delphia: J. B. Lippincott. London: Pitman Medical 
Publishing Co. 1957. Pp. 330. 80s. 


To write a short guide to the rheumatic diseases is a 
difficult task, and a really satisfactory book has yet to be 
written. Some conditions are still too poorly defined for 
crisp description and avoidance of controvers r (Dr. 
a section on fibrositis illustrates these cul- 

ies). 

Chapters about individual conditions, which are well 
described, are preceded by chapters on drug therapy, physical 
methods of treatment, and laboratory tests. Some of the 
material is redundant—thus, the techniques of massage are 
described in detail, but indications for their use are omitted. 
To get a clear picture of the practical management of rheu- 
matoid arthritis (the basic régime of rest, splints, drugs, exer- 
cises, and reablement), the reader must consult several sections 
of the book. The radiographs are reproduced only just well 
enough to illustrate their points. 

Some of the therapeutic advice is irrational: thus, in the 
management of gout, salicylic acid is recommended for 

riods of not more than one to two months, while for pro- 

mecid the modern view. of continuous treatment with a 
uricosuric drug is accepted. In rheumatoid arthritis it is hard 
to see what value lies in splints which are ‘ removed several 
times a day’; and many clinicians would question the use 
of corticetrophin or cortisone in relatively short courses, 

There are some small but regrettable inaccuracies: for 
example, in dermatomyositis an increased secretion of crea- 
tine, not creatinine, is the important abnormality ; and 
miner’s elbow, tennis elbow, and olecranon bursitis are not 


synonymous. 




















778 THE LANCET] 


REVIEWS OF BOOKS 


{ocr. 19, 1957 





Orthopedic Surgery in Infancy and Childhood 
A. B. Frerevuson, Jr., m.p., A. B. Fereuson, Sr., M.D., 
J. 8. Dona.pson, M.p., W. F. Donatpson, M.D., ROBERT 
Kern, m.vD., F. H. STELLING, M.D. Baltimore: Williams & 
Wilkins. London: Bailliére, Tindall, & Cox. 1957. Pp.508. £6. 


WHEN, in 1741, Nicolas André of Paris wrote his beau- 
tifully illustrated treatise, Sur l’orthopédie, the word he 
coined was synonymous with the study of deformities 
in children. The term now denotes much more, but, 
considering how many disorders of the locomotor system 
in adults have their origin in childhood, it seems strange 
that comparatively few works have since been written 
on purely pediatric orthopedics. 

This volume, by six leading American physicians and 
surgeons, will be received everywhere with much interest. In 
a comprehensive and detailed way it deals with its subject 
on a regional plan, with supplementary chapters on the gen- 
eralised affections of bone Pr muscle, neoplasms, and diseases 
of the central nervous system. The section concerned with 
“the upper extremity ’’ is particularly interesting for its 
descriptions of the congenital anomalies of the hand and of 
such conditions as ‘‘ wringer arm,”’ usually to be found only 
in specialised monographs. 

Some important information, presumably made known too 
late for inclusion, is not mentioned. Thus, there is no account 
of anterolateral decompression in the section on tuberculous 
paraplegia, nor is the technique of the excision of damaged 
muscle described under Volkmann’s contracture. Some British 
orthopedic surgeons will have their own views on various 
points: for instance, it is widely held, in this country, that 
transplantation of the tibial tubercle is not always a 
sufficient treatment for recurrent dislocation of the patella. 
But these are matters of opinion. On points of fact, it is a pity 
to find such a praiseworthy book blemished by the mis-spelling 
of the names of Pott and Denis Browne. 


Here is a well-balanced, conservative, and authori- 
tative guide to the recognition and management of all 
the common—and many of the rare—orthopedic dis- 
orders of children. Admirably produced and illustrated, 
it is likely to be widely read and acclaimed not only by 
orthopedic surgeons but also by pediatricians. 


Inhalation Analgesia in Childbirth 
E. H. SEWARD, D.M., F.F.A.R.C.S., consultant anaesthetist, 
High Wycombe group of hospitals; R. Bryce-Smira, 
D.M., F.F.A.R.C.S., first assistant, Nuffield department of 
anaesthetics, University of Oxford. Oxford: Blackwell 
Scientific Publications. 1957. Pp. 58. 7s. 6d. 


INHALATIONAL analgesia, an accepted part of midwifery 
practice in this country, has received a well-merited 
stimulus from the introduction of trichloroethylene to the 
ambit of the midwife. Even so, both trichloroethylene 
and the long-established nitrous oxide call for special 
apparatus, and some knowledge of basic principles on the 
part of the administrator, if the best results are to be 
achieved. Dr. Seward and Dr. Bryce-Smith describe these 
essential facts in a practical way, without undue detail 
and with emphasis on self-administered analgesia. The 
result is a valuable book which should be in every prac- 
tising midwife’s pocket, and which-can give much guid- 
ance to doctors interested in these forms of analgesia. 


The Treatment of Burns 
Curtis P. ARTZ, M.D., F.A.C.S., associate professor of 
surgery, University of Mississippi Medical Center ; Eric 
REIss, M.D., instructor in medicine, Washington Univer- 
sity School of Medicine, St. Louis. Philadelphia and 
London: W. B. Saunders. 1957. Pp. 250. 52s. 6d. 
CLEAR and concise presentation makes the most of 
wide clinical experience in this well-illustrated book full 
of practical information for surgeons treating burns. But 
the subject is so important and the book so readable that 
every medical student could study it with profit. 
Since the authors at times express personal views, some 
differences of opinion are inevitable. The account of initial 


replacement therapy is generally well balanced, but there is 
little reference to the causes, diagnosis, and management of 
renal failure, with or without oliguria, and no mention of the 
value of red-cell-volume estimations after extensive deep 
me confusion 


ty of burning. 


burns. In, the chapter on initial local care, 
seems to exist between the depth and inte 


Greatly reduced pain-sensibility in the “ pin-prick test’ is 
surprisingly claimed to indicate full-thickness injury, and the 
red zone of stasis in the subcutaneous tissues, which is such a 
valuable guide to the depth of necrosis in early excisions, is 
not mentioned. 

An excellent chapter on infection emphasises the frequency 
of fatal septicemia. The problem of preventing cross-infection 
is not discussed, and its importance is perhaps overshadowed 
by too much emphasis on the normal bacteria in the skin 
appendages ; many surgeons will feel more strongly about the 
duty of preventing added infection by pathogens not normally 
present in the skin. 


One other feature deserves special mention—a brief 
but clear description of the emotional disturbances of the 
badly burned patient, and the part which the doctor and 
nurse should play in helping him to face his anxieties, his 
helplessness, and the physical ordeal. ‘‘ The entire 

rogram of emotional rehabilitation is the direct responsi- 
ility of the attending physician.’’ The awareness of this 
is as refreshing as it is rare in the vast literature on burns. 


Animals Parasitic in Man 
Grorrrey LapaGE, M.D. Harmondsworth: Penguin Books. 
1957. Pp. 320. 5s. 

Tus Pelican has three aims: to gfve a popular story 
of the more important animals which are parasitic in 
man; to set out the essential facts for medical students 
and the like; and to explain the general principles of 
parasitology. 

The many excellent diagrams give lay readers a clear under- 
standing of the complicated life-cycles of the parasites, and 
stimulate curiosity to read the text. Parasitology has a morbid 
fascination for the layman, and all the grim details are here 
for him to enjoy. He is led very cleverly on from the lone 
hands to those wonderfully differentiated creatures which need 
multiple hosts for their survival. : 

For examination purposes medical students must bring 
themselves to believe almost every word of the seemingly 
incredible life-cycles of our parasites, and this book can very 
well help them to do so. The di make revision simple 
for those who depend on their visual memories. 

The general principles of parasitology run as a theme 
throughout the book, but the later chapters collect and 
rearrange the basic factors, to lift the subject out of a 
fascinating little corner of zoology or pathology, and set 
it against the similar problems of the wider world—the 
struggles for food and existence, the interplay of hosts 
and parasites. However sterile may be our moon and 
other satellites, this planet remains a crawling mass of 
living creatures so strangely intolerant of symbiosis. 





Occupational Diseases of the Skin (3rd ed. London: 
Henry Kempton. 1957. Pp. 981. £6 10s.).—Dermatologists 
and physicians of industrial medicine will welcome this new 
edition, after an interval of ten years, of what has become the 
standard reference book on occupational diseases of the skin. 
It is the work of three authors—Dr. Louis Schwartz, Prof. 
Louis Tulipan, and Prof. Donald J. Birmingham. The layout 
remains basically unchanged but the number of pages has 
been increased by 17. A vast array of new chemicals and new 
methods of manufacture have emerged since the last edition, 
and with them have come fresh skin hazards, both to the 
workers using them and to the general public who come in 
contact with products containing these chemicals. To meet 
these developments the authors have almost completely 
replaced the bibliography of the previous edition, and most of 
the present references date from 1943. An important addition 
is a chapter by W. D. Norwood on skin hazards from radiation 
in atomic industry, medicine, and warfare ; and a chapter by 
Francesco Ronchese on occupational marks is also included. 

World Medical Periodicals (New York: World Medical 
Association. 1957. Pp. 340. 30s. Obtainable in this country 
from the British Medical Association, B.M.A. House, Tavis- 
tock Square, London, W.C.1.).—Mr. L. T. Morton has again 
listed the world’s journals concerned with medicine and allied 
sciences which are now appearing, as well as the important 
ones which have ceased publication since 1900. Many of the 
first edition’s omissions have been repaired. Hach entry gives 
a reference number, the title, the address of publication, and 
the title abbreviated according to a modification of the system 
used in the World List of Scientific Periodicals. There are 
indices of periodicals by country and by subject. 
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CONTACT DERMATITIS & ECZEMA 





Healing and protection with one ointment 


*‘Cobadex’ the new B.D.H. preparation of hydrocortisone B.P.C. in a water 


repellent base is particularly indicated in the non-exudative stage of contact 


dermatitis and eczema. 


BRITISH DRUG HOUSES 


It enables the anti-inflammatory healing action of hydrocortisone to 
proceed while protecting the lesions from the primary irritant. 


‘Cobadex’ OINTMENT 


Hydrocortisone B.P.C., 1 per cent, in a water repellent base. 


Basic N.H.S. price, tube of 10 grammes—tro/- 
Descriptive literature and specimen packings are available on request. 
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For essential. weight gain... 


STENEDIOL 


The most potent non-virilising tissue 
building Steroid 


*Free from the side-effect of virili- 
sation in the recommended dosage, 
STENEDIOL is indicated particularly 
in wasting disease or in convalescence 
from severe illness where gain in 


weight is essential. 





Dose : Adults b soay sexes): One 10 mg. 
tablet thrice daily after meals ; higher 
doses up to 150 mg. daily may be given. 


Children (boys and girls before 
puberty): One 10 mg. tablet daily, oron 
alternate days as required, after meals. 


Treatment should be withheld on alternate 
fortnights. 


RGANON LABORATORIES LTD. 


BRETTENHAM HOUSE - LANCASTER PLACE - LONDON - W.C.2 


Telephone : TEMple Bar 6785/6/7, 0251 


Telegrams : Menformon, Rand, London 
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Literature and further information gladly sent on request 
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The Two-stage Mechanism in 
Carcinogenesis 

THE discovery of the means of inducing tumours 
at will in animals led naturally to attempts to analyse 
the processes which precede tumour formation, for 
it was soon realised that a long latent period usually 
separated the application of a carcinogen from the 
emergence of malignant or even of benign tumours. 
The experiments of DEELMAN ! were perhaps the first 
to clarify the processes involved in tumour develop- 
ment. He showed that a crop of papillomas was 
precipitated along the lines of healing of deep incisions 
in mouse skin which had previously been tarred. 
His findings were confirmed in rabbits by MACKENZIE 
and Rovs.? Further work by Rovs and his colleagues, 
using the chemically induced rabbit papilloma, cul- 
minated in the suggestion * that ‘‘ the carcinogen acts 
in two ways: it changes normal cells into neoplastic 
cells and encourages the multiplication of these 
latter.’’ These two actions were termed initiation and 
promotion. In the same year Mottram ‘ showed that 
a single application of a carcinogen to mouse skin 
was sufficient to induce or initiate latent tumour cells, 
which could be demonstrated only by subsequent 
treatment of the area by a promoting agent. BEREN- 
BLUM and SHvBIK ® obtained quantitative evidence 
that carcinogenesis consists. in an initiating phase, 
induced by a carcinogen, and a promoting phase, which 
ean be effected by various agents. BERENBLUM ® 
regarded the number of tumours produced as a 
measure of the potency of the initiating process ; 
while the speed with which they appear, or the latent 
period, depends on the efficacy of the promoting 
process. The cellular change induced by an initiating 
substance is irreversible, instantaneous, and invisible. 
Promotion is a gradual process, reversible in the early 
stages and finally irreversible.6 BERENBLUM and 
SHUBIK also showed that promoting agents can act 
only on cells which have received an initiating stimu- 
lus. Attempts to sensitise cells by means of non- 
specific substances applied before the carcinogenic 
treatment did not succeed. 

Most chemical carcinogens combine initiating and 
promoting activity ; but on mouse skin urethane acts 
as a pure initiator, and croton oil as a promoter which 
also has a slight power to initiate tumour formation. 
Promoting agents often have irritant properties and 
elicit continuous reparative hyperplasia. ‘ The 


1. Deelman, H. T., Van Erp, J. P. zZ. Krebsforsch. ppame 24, 86. 
2. .MacKenzie, I., Rous, P.. J. . Med. ~~ 73, 39 

; pnewene, Ww. ,» Rous, P. Ibid, 1944, 101. 

. Mottram, J. C. : Path. Bact. 1944, 56, 181. 
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‘dheidieen explanation for the mechanism of promoting 
action would be that continued cellular proliferation, 
of a non-specific character, was responsible for encour- 
aging dormant tumour cells to acquire the properties 
of a growing tumour.” 7’ This hypothesis, though 
attractive, is untenable because many substances 
which cause epithelial hyperplasia fail to function as 
promoting agents. Another explanation of promoting 
action would be that it induces ischemia of the sub- 
epithelial tissues, usually accompanied by fibrosis. 
Although Orr * and others have shown that artificially 
induced fibrosis augments skin carcinogenesis, not all 
forms of neoplasia are associated with fibrosis (e.g., 
certain chemically induced liver tumours) and there- 
fore fibrosis cannot be regarded as an essential part 
of promotion. Initiation might be regarded as a som- 
atic gene mutation, since it is an instantaneous and 
specific change. But when BERENBLUM and SuvuBriK ® 
tested a powerful mutagen—sulphur mustard—for 
initiating action on mouse skin, the results were nega- 
tive. Nor is there any clear correlation between the 
actions of mutagens and carcinogens, though’ these 
have much in common. 

The work on initiating and promoting factors has 
been done mostly on skin epidermis. A demonstration 
of similar mechanisms in other forms of carcino- 
genesis is therefore of great value. JULL,® using an 
inbred strain of mice in which the breast is unusually 
susceptible to carcinogenic chemicals, showed that the 
chemical acted as the initiator and the steroid hor- 
mones of the ovary (cestrogen and progesterone) as 
the promoters of mammary cancer. Extending this 
work he has found that (as in skin carcinogenesis) if, 
after a limited application of a carcinogen, treatment 
with the promoting agent is delayed the resulting 
tumour incidence is unaffected. This important 
principle brings home the certainty that in man, even 
if the initiating phase takes place in childhood, the 
delayed action of promoters, such as irritante or 
hormones, will be followed by tumours late in life. 

Pratt !° has suggested that the long latent period in 
carcinogenesis could be explained by assuming that 
the carcinogen causes cells to proliferate over a long 
period at a rate greater than normal. If, further, the 
chromosomal substance of the affected cells duplicated 
more and more inaccurately as the number of divisions 
was increased—a condition which might be envisaged 
in any ageing cells—and if the nuclear aberration was 
the cause of the malignant change in the cell, the long 
latent period would be explained. ARmiTaGE and 
Dot," after analysing the mortality-rates of cancers 
in man at certain sites, were inclined to think that 
carcinogenesis might be a complex process of six or 
seven stages, but pointed out that there was no direct 
experimental evidence that tumour production was 
likely to involve more than two stages. These 
workers 2 have re-examined mortality data and 
regard the results as consistent with the theory that 
cancer is induced in two stages—one or both of which 
may consist in a somatic mutation. Such arguments 
must be accepted with reserve. There is no experi- 
mental evidence that the first stage in carcinogenesis 
is a change in the mitotic rate of the cell. In fact, 


7. Berenblum, I. Advance. Cancer Res. 1954, 2, 158. 
8. Orr, J. W. Brit. med. Bull. 1947, 4, 385, 

9. Jull, J. W. J. Path, iors. + Ps 547. 

0. yee R. Lancet, 1955, 

mt runes. Ves Doll, S Brit J. Cancer, 1954, 8, 1. 
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some carcinogens cause necrosis followed 1 by reparation 
from outside the treated area.'* There is no evidence 
that carcinogens cause somatic mutations. The 
promoting process, though involving reparative or 
other types of hyperplasia and therefore probably an 
increased mitotic rate, is manifested only by a limited 
number of agents causing hyperplasia. Finally, 
experimental evidence is against the stages in carcino- 
genesis being limited to two. Two stages—initiation 
and promotion—have been satisfactorily demonstrated 
under certain strict experimental conditions, but little 
account has been taken of the factors concerned in 
the change from benign to malignant tumours and of 
the progression of certain dependent tumours to the 
autonomous state.'4 GREEN’s immunological concept of 
carcinogenesis! !* offers an explanation of all the stages 
discussed here, from the primary stage of initiation by 
a carcinogen to the final stage of the fully autonomous 
tumour cell. These ideas suggest that the change is 
one of successive loss of cellular characteristics by, 
for example, protein deletion, the difference between. 
the resultant cancer cell and its normal precursor 
being the summation of many small changes. Con- 
ceivably many factors affect the progress of tumour 
formation at a number of different points—an idea 
that is reinforced by the variety of ways in which the 
disease can proceed in man. 


Periureteric Fibrosis 


Many a clinical reputation lies buried behind the 
peritoneum. In this hinterland of straggling mesen- 
chyme, with its vascular and nervous plexuses, its 
weird embryonic rests, its shadowy fascial boundaries, 
the clinician is often left with only his flair and his 
diagnostic first principles to guide him. Non-specific 
periureteric fibrosis is likely to tax them both. Of 
this rare abnormality, first described by OrMonD in 
1948," RaPER gave an excellent account “ ; and further 
cases have been reported.” ” Its pathology is baffling 
in its simplicity. There is progressive fibrosis, spread- 
ing laterally from the great midline vessels, gradually 
engulfing, distorting, and finally strangling both 
ureters (occasionally only one). The microscopic 
picture is not unlike that of post-irradiation sclerosis, 
but cellular activity is more vigorous; and most 
pathologists could recall instances where an intra- 
peritoneal inflammatory condition, such as diverticu- 
litis or regional enteritis, has provoked a similar 
reaction. In non-specific periureteric fibrosis, how- 
ever, no primary cause can be found; and, despite 
the subacute or chronic inflammatory character of the 
lesion itself, general symptoms and signs of bacterial 
invasion are lacking. (One of Rapsr’s patients had 
had a recent episode of acute pleurisy, which had been 
treated by salicylates; and in the case reported by 
CHISHOLM et al.” there had been a nine-year history of 
ulcerative colitis.) Cultures and inoculations of biopsy 
material have been consistently negative; fever is 
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typically absent or late; the erythrocyte-sedimenta- 
tion rate and white-blood-cell count may be normal ; 
and general ill health is usually delayed until the 
onset—sudden or gradual—of renal failure. RAPER 
also stresses the absence of secondary lymph-node 
enlargement. Malignancy, in the usual sense, can be 
excluded. Even when the creeping fibrosis completely 
obstructs the ureters, it does not actually invade 
them—a point of great therapeutic and prognostic, as 
well as diagnostic, importance. Moreover, there is 
evidence that the process, whatever its nature, is self- 
limiting : in the case reported by MILLER et al.” the 
abdominal mass was still palpable two years after 
urine-flow had been restored by a fortnight’s ureteric 
catheterisation. On the other hand, the occasional 
absence in anuric patients of any mechanical block 
to ascending pyelography is reminiscent of advanced 
retroperitoneal malignant infiltration. It seems that 
in both conditions effective peristalsis can be abolished, 
even though the lumen of the ureters may still be 
patent. (Peristalsis is, of course, far less likely to be 
restored by retrograde catheterisation when the 
obstructive agent is malignant disease.) RAPER has 
marshalled evidence which suggests that the disease 
begins as a periarteritis; but only one patient (in 
whom the disease was unilateral) presented with 
symptoms of an acute arterial block. 

Clinically renal failure marks the climax of an 
illness which often mimics commoner conditions. 
At an early stage the symptoms usually point to a 
growing retroperitoneal lesion; but this limited 
diagnosis is rarely made. Perhaps we are getting 
more scientifically minded and less proficient in 
spotting a purely clinical syndrome. Retroperitoneal 
pain can be severe and persistent enough to drive the 
most phlegmatic patient to distraction; but, when 
there are no abnormal physical findings, his complaint 
is likely to be received with incredulity, or even 
hostility. We are secretly annoyed that it does not 
fit any of the more familiar types ; we are affronted 
by its erratic response to standard sedation; and a 
succession of negative laboratory tests strains our 
faith, not in our own judgment, but in the truthfulness 
of the patient. A helpful diagnostic feature is the 
“pendulum ” character of the pain—because it is 
essentially caused by pressure on relatively fixed and 
highly sensitive structures, it is strongly influenced 
by gravity. Commonly the patient prefers to lie 
with his face down ; and the astute clinician may diag- 
nose, often in the face of contrary evidence, an 
expanding retroperitoneal lesion from watching the 
patient, when off his guard, buckling over the edge of 
his bed. The pattern of these contortions gradually 
changes as the lesion expands; and they rarely 
afford such complete relief as they often do from pain 
caused by a diaphragmatic hernia or a high gastric 
ulcer. 

Radiographic investigations, at any rate in the early 
phases, more often mislead than clarify. The obligate 
barium series may be entirely negative or, worse, 
may provide the clinician with a wide choice of red 
herrings. (Of the few reported cases of non-specific 
periureteric fibrosis, at least two had unrelated but 
bona-fide peptic uleers.*”) Pyelograms often show 
distortion of one or both ureters and the signs of renal 
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back-pressure ; but, though this knowledge is valuable, 
it rarely sheds light on the nature of the lesion. Ina 
recently reported case,” radiographs of the lumbar 
spine showed narrowing of the intervertebral space 
between the fourth and fifth lumbar vertebra, 
vertical striations in the body of the fourth vertebra, 
and mild diffuse demineralisation of the skeleton. 
Later, none of these findings proved significant ; but 
by then the patient had undergone a course of 
irradiation to his spine (for a supposed intraosseous 
angioma); hemangiosarcoma had to be seriously 
considered in the preoperative differential diagnosis ; 
and the demineralisation suggested a number of 
malignant tumours of which hypercalcemia and hyper- 
calcuria is an occasional feature. Retroperitoneal gas 
insufflation may be considered *: there is no doubt 
that in some of the most perplexing cases it can 
provide information unobtainable by other means. 
But, despite all precautions, this investigation still 
carries an appreciable mortality—higher, in fact, than 
the “basic ”’ mortality of laparotomy—and, in its 
present forms, it is rapidly falling into well-merited 
disrepute. . 

Several cases show that an exploratory operation is 
not necessarily the answer to the clinician’s prayer. 
A patient discussed at the Massachusetts General 
Hospital * gave a four-month history of left-sided 
abdominal pain and of loss of weight ; but there were 
few abnormal physical findings, and the radiographic 
and laboratory investigations were inconclusive. At 
laparotomy a poorly defined mass was found behind 
the pancreas, extending over the lumbar vertebre ; 
and biopsy (the specimen was taken with misgiving 
because of the proximity of the inferior vena cava) 
showed ‘subacute and chronic inflammation with 
fibrosis.” This report was interpreted by one of the 
surgeons as showing that the biopsy material had been 
taken from the periphery of the lesion ; and he believed 
that the severity of the symptoms indicated “‘ a great 
deal of activity in the tumour, probably necrosis, 
which could explain the surrounding inflammatory 
reaction.” The doctors in charge, however, were 
struck by similarities in the clinical and pathological 
picture between this and another patient who had been 
seen at the same hospital a year previously.” The first 
patient, also an elderly man, had been operated on 
after a few months’ history of abdominal “ soreness ” 
and the sudden onset of anuria; and at operation 
bilateral ureteric obstruction, caused by “a peculiar 
retroperitoneal inflammatory fibrotic process,” had 
been found. The similarity was confirmed at reopera- 
tion on the second patient, when the obstructed 
ureter was freed from its dense fibrous envelope and 
several further biopsy specimens were taken. The 
patient did well postoperatively. The prognosis, if 
relief from obstruction is not too long delayed, appears 
to be fair. 

Biopsy must obviously play a crucial part in the 
diagnosis, management, and prognosis of this con- 
dition ; but all retroperitoneal lesions remind us that 
what is indefinite and difficult to fit into a single 
pattern clinically is not likely to be less indefinite or 
more typical when magnified a thousandfold. The 
error in the biopsy interpretation recorded in the 
Massachusetts General Hospital case * is the reverse of 
the classical mistake: far more commonly (and 
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usually with more serious results) the biopsy specimen 
is taken as a representative sample of the whole lesion, 
when in fact it is not. A great deal of misunderstanding 
and false prognostication could be avoided if the 
microscopic appearance of the lesion was regarded as 
just one valuable sign—neither more nor less valuable 
than others elicited by the unaided senses. Diagnosis 
of retroperitoneal disease provides ample scope for 
la grande synthése ; but what used to be the final 
measure of the diagnostic acumen of the single clinician 
is today the far more stringent test of the combined 
skill of a whole team. 


Mussels 


THOSE who eat mussels run four apparently separate 
risks : (1) ‘‘ musselling,’’ which appears to be an aller- 
gic response to some part of the mollusc; (2) an 
uncommon, though sometimes fatal, paralytic disease 
due to an alkaloid produced by a free-living protozoon 
ingested by the mussels ; (3) enteric fever (but mussels 
seem less blameworthy than oysters, probably because 
they are usually eaten cooked) ; (4) gastroenteritis 
caused by a heat-stable toxin. The incidence of 
musselling is unknown, but the sufferer seldom risks 
his affliction a second time. No example of paralytic 
mussel poisoning seems to have been reported for a 
long time. The incidence of enteric fever due to shell- 
fish as a whole has been much reduced by the ingenious 
technique by which they are made to clear themselves 
of fecal bacteria by a short sojourn in clean water. 
Gastroenteritis ensues occasionally ; but an investiga- 
tion of its cause is seldom possible, and for this reason 
an account by GmemmiLi' of the disease in Glasgow 
since 1950 is welcome, 

There are not many mussel vendors in Glasgow, and 
their shops are clean and orderly. They draw their 
supplies from Loch Long and the Gareloch, both of 
which receive a certain amount of raw sewage. 
28 people in 1950 and. 49 in 1953 were stricken with 
gastroenteritis after a dish of mussels ; and the fact 
that their ages ranged from 2 to 76 throws an interest- 
ing light on dietary habits. These were not explosive 
outbreaks but spread over several weeks, and those 
affected were only a small proportion of those who had 
eaten mussels in Glasgow. Since the mussels had been 
cooked for an hour or more, and since thé chance of 
reinfection after cooking was slight, it is not surprising 
that no pathogenic bacteria were found in them or in 
the faces of the patients. The short incubation period 
(1-17 hours) and rapid recovery both suggested that 
the disease was due to the ingestion of a pre-formed 
toxin. GEMMILL suggests that this disease is associated 
with a toxin formed—presumably in vivo—by bacteria 
of fecal origin, but the evidence for this is insufficient. 
Some fecal bacteria are to be found in the water of 
almost every mussel bed, and consequently in almost 
every mussel. With allowances for the errors inherent 
in counting methods, there was no clearcut difference 
between the total bacterial count of suspect and of 
other mussels. All other examples of enteritis due to 
a pre-formed bacterial toxin arise when the infected 
food has been kept for some hours at a temperature 
which allows bacterial multiplication—a condition that 
can seldom prevail in these sea lochs. 

That certain fishes are poisonous at all times or at 
certain seasons is an old story not always confirmed. 


1. Gemmill, J.S. Med. Offr, 1957, 98, 111. 
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Reports are fascinating but contradictory. Some 
illnesses which follow a meal of sea food are due to 
frank bacterial infection, inherent in molluscs or 
acquired in the process of ‘‘ cleaning ”’ fish. Some are 
instances of botulism. In some fish the noxious 
properties appear to be limited to the reproductive 
organs, and in Ireland pike are thought to be unwhole- 
some in their breeding season. Scattered through the 
literature are fairly numerous accounts of poisoning by 
alkaloid-like substances which may or may not survive 
cooking. Some of these are neurotoxins, and of these 
the one which has received most attention is that 
associated with ‘‘ mussel poisoning’ on the Pacific 
coast of North America. SomMER and MEeyER? showed 
that this extremely toxic compound is produced, not 
by the mussel, but by a specific dinoflagellate which 
the mussel ingests. Like many other members of the 
phytoplankton this enjoys transient seasons of local 
superabundance which coincide with outbreaks of 
paralytic disease among mussel eaters. Similar small 
creatures have been suspected of toxigenic properties 
in other places, and the diseases attributed to them 
have not been all of one kind. With this example in 
mind it is a pity that a marine biologist was not added 
to the team which investigated the mussel poisoning 
in Glasgow. He might have added nothing to our 
knowledge, but it cannot be said that in this instance 
the classical methods of epidemiology have been 
illuminating. 


Annotations ~ 


STRESS PROBLEMS IN GENERAL PRACTICE 


Srress was the theme of a weekend conference in 
London on Oct. 5 and 6, arranged jointly by the Metro- 
politan and Home Counties faculties of the College of 
General Practitioners and the Society for Psychosomatic 
Research. Dr. Desmond O’Neill’s definition of a stress 
disorder was accepted, but subsequent discussion empha- 
sised the difficulty of confining emotions, ideas, and sen- 
sations within the limits of close definition. That stress 
is a two-way affair, affecting the doctor as well as his 
patient, was noted by Dr. R. R. Bomford, whose quota- 
tion from one of his surgical teachers came as balm in 
Gilead : “‘ You cannot be expected,” he said, “‘ to reach 
a complete and final solution to every conceivable problem 
in every conceivable situation, as many doctors feel they 
ought. You can only be expected to do your best with 
the facts available at the time, and the particular degree 
of knowledge and experience which you have.” 

Regarding treatment, it was agreed that listening to 
the patient was important ; history-taking, besides con- 
tributing to the accuracy of diagnosis, enabled the 
patient to release his pent-up emotional tension, and was 
a form of therapy. Dr. Philip Hopkins recommended 
special appointments for longer sessions than can be 
fitted into the routine of surgery consultations. Dr. S. 
Barton Hall compared the scope of treatment of stress 
disorders which was offered by general and by hospital 
practice and suggested that ‘‘ modified insight therapy ” 
be applied in general practice. Dr. Sidney Abrahams 
analysed the relation of the doctor to the patient with a 
stress disorder. Continuity of care should characterise 
the relationship, and also continuity of responsibility to 
keep the patient satisfactorily adjusted to his physical 
and emotional environment. 

The conference approached research into psychoso- 
matic disorders from two angles—that of_the hospital 


Arch. Path. (Lab. Med.) 1937, 24, 560. 
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research-worker and that of the general practitioner. Dr. 
John Hambling described the use of somatic indicators 
of emotional states, in particular the blood-pressure, as 
well as skin temperature, blood-flow, muscle tension, and 
salivary secretion. Great care was needed in interpreting 
results. The psychoanalytic method had its place, but 
advances in our knowledge of stress disorders might come 
from biology, epidemiology, and sociology. The family 
doctor’s unique opportunity to observe the natural history 
of stress disorders was described by Dr. C. A. H. Watts. 
He could take advantage of continuous care to observe 
continuously ; and the general practitioner who observed 
and recorded and was self-critical had a testing-ground 
of diagnosis more accurate than any other—except per- 
haps the postmortem room. Dr. Watts’ comment on the 
lack of objective measurements in general practice was 
taken up in the subsequent discussion, in which it was 
observed that a large body of informed opinion could 
lead to valid conclusions even in the absence of statistics. 


CEREBRAL EMBOLISM 


STELLATE-GANGLION block and the administration of 
anticoagulant drugs have been advocated for the 
immediate treatment of cerebral thrombosis and embolism. 
Barham Carter! has made a valuable controlled study 
of these methods in cerebral embolism. In four years 
575 patients with hemiplegia of sudden onset were 
admitted to Ashford Hospital, Middlesex, and of these 
60 were thought to have had a cerebral embolism. The 
diagnosis was made on the very sudden appearance of 
hemiplegia, hemianopia, or aphasia in a patient who had 
auricular fibrillation, subacute bacterial endocarditis, 
recent coronary thrombosis, or mitral stenosis without 
fibrillation, and whose cerebrospinal fluid contained 
no blood. Mitral stenosis complicated by auricular 
fibrillation accounted for more than half the cases. A 
different method of treatment was given to these patients 
(all under the age of 70) in each of the four years, while 
nursing care and “accessory methods of treatment ” 
were not altered. In 1952 (16 patients) unilateral stellate 
block with 1% lignocaine was repeated daily for ten 
days. In 1953 (18 patients) no specific treatment was 
given. In 1954 (15 patients) a single stellate block was 
done on admission (usually within twenty-four hours of 
the embolism and often within twelve hours); six 
hours later heparin was given intravenously followed 
by two intramuscular injections at six-hour intervals ; 
oral anticoagulant therapy (phenindione) was started 
with the first dose of heparin and continued for a fort- 
night. The aim was to keep the prothrombin level 
between 10 and 30% of the normal. In 1955 (11 cases) 
anticoagulant treatment was given as in the previous 
year, but no stellate block was done. 

There has been much discussion as to whether anti- 
coagulant drugs should be given in cerebral thrombosis 
and embolism, and, in general, opinion ?~‘ in this country 
has been against their use. One reason for this is that 
it is often hard to distinguish cerebral thrombosis from 
cerebral hemorrhage, and the absence of blood from 
the cerebrospinal fluid does not absolutely exclude 
hemorrhage: Rose,® in a survey of 205 fatal cases of 
cerebral hemorrhage, found no blood in the subarachnoid 
spine at necropsy in 10%. Another reason for not using 
anticoagulants is the occurrence a few days after cerebral 
infarction of secondary cerebral hemorrhage due to 
alteration in the nutrition of an arterial wall in relation 
to the area of softening; and Rose, in his series of 205 
cases, concluded from pathological examination that 
this had happened in 30. In Barham Carter’s series 
death was accelerated by anticoagulant treatment in 

Carter, A. B. Quart. J. Med. "1098, 26, 335. 
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1 case—that of a woman aged 68 in whom, on the sixth 
day of treatment, the prothrombin-time suddenly rose 
to sixty seconds, and, despite discontinuation of treat- 
ment, continued to rise. Hzematuria developed and she 
died in uremia, necropsy showing extensive bleeding 
into the kidneys. After this, patients over the age of 
60 were given a reduced dose of anticoagulant drugs. 

Each case was finally assessed three months after the 
occurrence of embolism. The patients were divided into 
four groups——recovered, improved, not improved, and 
died. By recovery was meant a return to normal life 
with full work and no or minimal disability, though 
there might be some impairment of fine movements of 
the hand. In the improved group were patients in whom 
some useful movement was possible at the elbow and 
wrist. There was no appreciable difference in the results 
between the 1952 patients who were treated by repeated 
stellate-ganglion block and the 1953 group to whom no 
specific treatment was given; and results were very 
similar in the group treated by anticoagulant drugs alone 
and in that where anticoagulant treatment was preceded 
by a single stellate block. But on comparison of patients 
who had received anticoagulants, with or without a 
single stellate black, with those who had not had either 
of these treatments the former were found to have 
fared definitely better. 

Barham Carter’s results show that stellate-ganglion 
block has not been of value in the early treatment of 
cerebral embolism, but suggest that anticoagulants 
may be helpful. 


INTRAVASCULAR CARBON DIOXIDE 
FOR ANGIOGRAPHY 

Sucu organic iodine compounds as diodone and sodium 
acetrizoate are in universal use as contrast media for all 
forms of angiography, but because they occasionally 
produce toxic reactions they are not completely satis- 
factory. Air and oxygen, which have a lower radio- 
opacity than soft tissue, are extensively used to provide 
contrast for examinations, including encephalography 
and pre-sacral insufflation; but they cannot be used 
intravenously because of the danger of embolism. Carbon 
dioxide is twenty times more soluble in serum than oxygen, 
and possibly might be injected intravenously without the 
same risk. Durant et al.1 have injected intravenously in 
dogs carbon dioxide in amounts as large as 7-5 ml. per kg. 
body-weight. With doses of this order there was a brief 
rise of 5-10 vols. % of carbon dioxide in the whole blood, 
with a brief period of hyperpneea. The change in blood- 
gas content was greatest within half a minute, and the 
content was normal again in one to two minutes. - The 
blood pH was little altered, and ventricular pressures 
changed surprisingly little. The same amount of carbon 
dioxide was injected into the left ventricle, the carotid 
artery, and the aorta in dogs, with little clinical dis- 
turbance and apparently no residual sequele. Encouraged 
by these experiments Durant et al. have used carbon 
dioxide to outline thé cardiac chambers in man, the first 
subjects being anencephalic foetuses. So far the gas has 
been given only into systemic veins, and any patient who 
might have an intracardiac shunt has been excluded. 
Injections of 50-100 ml. have been made without accident, 
but a dose of 2 ml. per kg. has not been exceeded. Such 
volumes of gas displayed the right heart quite well, but 
contrast was less sharp than with iodine compounds. 
Durant et al. emphasise the importance of using abso- 
lutely pure carbon dioxide, and of perfusing the apparatus 
to expel all traces of air. 

This may prove to be a valuable technique if experience 
confirms its safety even in the presence of intracardiac 
shunts and shows that it can give at least as much detail 
as the more usual contrast agents. 


1. Durant, T. M., Stauffer, H. M., Oppenheimer, M. J., Paul, R. E. 
Ann. intern. Med. 1957, 47, 191. 


PEPSINOGEN IN URINE AND BLOOD 

THE presence in urine of a proteolytic enzyme active 
in strongly acid solution has been known for nearly a 
century.! ? The term ‘‘ uropepsinogen ” has usually been 
applied to the inactive form which is excreted, ‘‘ uro- 
pepsin ”’ being formed from this at a strongly acid reaction. 
The claim that uropepsinogen excretion quantitatively 
reflects gastric pepsin output * has been strengthened by 
the observation that uropepsinogen ‘‘ disappears after 
total gastrectomy, is low or absent in pernicious anzmia, 
tends to be elevated in duodenal ulcer, and falls after 
partial gastrectomy.” * According to Sircus,® ‘ the 
measurement of the excretion of uropepsinogen has the 
advantage [over test meals] of providing a readily repeat- 
able quantitative estimation of peptic cell function with 
the minimum of disturbance to the patient, and without 
the aid of artificial stimuli.” 

In recent years, however, most workers have followed 
Mirsky et al.67 in paying more attention to plasma- 
pepsinogen levels, on the ground that these vary less 
from day to day and from hour to hour under normal 
conditions,4’7*® and therefore reflect more accurately 
differences in gastric secretion. The relation of plasma 
levels to gastric disorders has been shown to be essentially 
the same as that for urinary levels. Using either fluid, 
there is much overlap between the ranges of levels found 
in healthy people and those in patients with various 
diseases. But at the extremes some patients with peptic 
(particularly duodenal) ulcer have pepsinogen levels above 
the ranges found in association with carcinoma of the 
stomach,” 4 5 ® whereas a low level in a case of peptic 
ulceration raises a suspicion of malignancy. Pernicious 
anemia is accompanied by a low plasma-pepsinogen (in 
fact, probably none at all when correction is made for 
the non-specificity of the method 7 1°), and little or no 
uropepsinogen excretion.2® High pepsinogen levels 
accompanying gastro-intestinal hemorrhage indicate a 
duodenal ulcer as the site, lower levels being found when 
the blood comes from cesophageal varices associated with 
hepatic cirrhosis.25*® In these and other conditions 
estimations of pepsinogen have appeared to hold out 
hopes of clinical usefulness. But the work of Hirschowitz 
et al. in Michigan has necessitated complete revision of 
ideas on the relation of these levels to gastric pepsin 
output. During research on the effects of corticotrophin 
and cortical steroids, they have shown that the renal 
clearance of pepsinogen can vary much under hormonal 
control without changes in blood-levels.! 1* Furthermore, 
one of their subjects, in whom an acute prepyloric ulcer 
developed after an intravenous infusion of corticotrophin, 
had much increased plasma and urine pepsinogen levels 
for many months afterwards, while his gastric pepsin 
secretion was very low.* They Pre: that ‘‘ the 
reasons for the lack of correlation between gastric pepsin 
and urinary pepsinogen lie in the complex and ill-under- 
stood factors which govern the discharge of the enzyme 
from the gastric cells into the blood and in the secondary 
factors which determine the amount of enzyme cleared 
from the blood by the kidney.” Thus it appears that 
the picture of gastric pepsin output is reflected with a 
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variable degree of distortion in the blood, and that the 
image is liable to become even more blurred by passage 
through the kidneys. When what Hirschowitz calls ‘* the 
peptic potential ” of the stomach is high, the blood and 
urine pepsinogen levels are likely to be greater than 
normal. Where the stomach has been removed, or where 
it is inactive as in pernicious anemia, pepsinogen of 
gastric origin will not be found in blood or urine. Between 
these extremes, little useful differentiation of clinical 
conditions can be expected. 

This is not the end of the pepsinogen story. There 
are many unanswered questions. Is all blood and urine 
pepsinogen of gastric origin? What is the significance 
of Hirschowitz’s finding }° of relatively large amounts of 
pepsinogen in leucocytes ? Is it true that adrenal cortical 
function can be assayed by the response of the plasma- 
pepsinogen level to an injection of corticotrophin *; and 
if so, why? Does the increase of renal pepsinogen 
clearance in response to corticotrophin, demonstrated by 
the Michigan workers, depend similarly on normal activity 
of the adrenal cortex? Is it true that “‘ duodenal ulcer 
develops only in those with high serum pepsinogen con- 
centrations’? ? In the paper in which this claim is 
made,!* Weiner et al. report a certain amount of success 
in psychiatric differentiation between subjects with high 
and low serum-pepsinogen levels. They assume that 
these levels are an index of gastric pepsin secretion. In 
view of the Michigan reports, however, this may not be 
a valid assumption especially in the group of patients in 
whom they demonstrated persistent mental conflicts. 
May it not be that the high pepsinogen levels are in fact 
manifestations of those conflicts, resulting from pituitary - 
adrenal changes and not necessarily related to gastric 
pepsin secretion in any simple way? Have we here 
possibly a glimpse of some part of the unknown pathway 
from the mind via the endocrine system to the gastric 
mucosa ? It is a fascinating speculation. 


TUBERCULOSIS IN THE SCHOOL 


UNFORTUNATELY we have not yet reached, in this 
country, the attitude to the prevention of tuberculosis 
whereby a new case calls into play a shock brigade to 
find, isolate, and treat the source case. But when tubercu- 
losis is detected in a child, and especially in a child of 
school age, quick and decisive action should be possible. 
Moss and Fairweather * have shown in Clitheroe how 
rewarding can be the search in a school for fresh cases. 


A four-year-old boy had a pleural effusion, and three months 
later tuberculous meningitis developed in another boy of the 
same age. No source of infection was found until a year-old 
boy died of tuberculous meningitis three months later. He 
had been infected by a woman who had frequently visited 
the home. The two four-year-old children were linked with 
this woman because she served the meals in their school. She 
had been taken on as a temporary worker without any sort of 
medical examination, and when her health had begun to fail 
after “influenza,” sixteen months previously, she had not 
followed the suggestions of the staff to go and see her 
doctor. 

A mass X-ray unit quickly visited the school, and 339 
(85%) of the 400 children and all the teachers and domestic 
staff were examined. 2 children were found to have active 
pulmonary tuberculosis and 3 were kept under observation. 
Other cases were discovered through the general practitioners 
and hospitals—2 of erythema nodosum, 2 of pleural effusion, 
and 3 of active primary lung lesions. In all, 15 new cases were 
found ; and all these patients, except the one-year-old child 
who died, had had dinner at school. A tuberculin survey, 
using the jelly test, showed that 86 children (21-9%) had 
positive reactions, but there were some equivocal results and 
therefore a Mantoux test with 0-005 mg. P.P.D. was performed 
on all except the definite positives. It was found that of 408 
pupils 131 were positive; 11 with doubtful jelly tests may 
have been positive, but the Mantoux test could not be carried 


14. Weer &. H., n=. Reiser, M. F., ‘Mirsky, ae fs - Psychosomat. 
, - SA J. H. Brit. J. Tuberc. 1937, 51, 258. 
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out and thus the percentage positive was about 35. An age- 
distribution curve showed a bulge in the 5-8-year-old group. 


(A similar bulge does not canes, in curves from other recent 
surveys, such as the Rhondda Fach, 16 where the Mantoux- 


positive rate was 24%, and the Calder Valley,'” where it was 
39%.) The known cases in the bulge numbered 13 ; but even 
when this total is subtracted the line still does not come down 
to the other lines, and Moss and Fairweather therefore postu- 
lated that probably a further 17 pupils were infected, giving a 


total of about 30. 
All positive reactors not already under medical care had new 


films taken about nine months after the open case was dis- 
covered, and 30 pupils showed either enlarged hilar glands 
or a primary focus, or both: to this total must be added the 
13 children already known to have chest lesions, making 
31-5% of positive reactors. B.0.G. vaccination was offered to 
the Mantoux-negative 13-year-olds, and all accepted. 

Nowadays, in some areas when a schoolchild is found 
to have a positive Mantoux reaction the whole school is 
tuberculin-tested by the Heaf method; the positive 
reactors are X-rayed and their family background is 
investigated. The Heaf test is sufficiently reliable for 
such studies, and it is simple and does not frighten the 
child. The parents of all Mantoux-negative children 
should be offered B.c.c. vaccination. Evety effort must 
be made to X-ray all the adults associated with a school 
from the stoker to the school-bus driver, from the student 
teacher to the headmaster. In urban areas where the 
milk is likely to have been pasteurised, a straight X-ray 
of the abdomen is usually unnecessary, but in rural areas 
such an X-ray can be of considerable value. The un- 
doubted worth of routine Heaf-gun testing at school 
medical examinations has not been realised: assessing 
the Mantoux state of young people will not only lead to 
the detection of open cases among them but also indi- 
cate the level of open active tuberculosis in the adult 
population. 

ACTA VIROLOGICA 


Virus research had its origins in Europe: Jenner 
and vaccinia, Pasteur and rabies; the first demonstra- 
tion of the filterability of an animal virus in Loffler and 
Frosch’s work on foot-and-mouth disease. In the past 
three decades American work has come to the fore; 
and among notable contributors of many other nation 
alities British and Australian workers have been pro- 
minent. It is not surprising therefore that English has 
become the accepted international language for virology. 
To the two journals already devoted exclusively to 
virus research, a third has now been added, Acta Viro- 
logica, the first issue of which has just been received in 
this country. It is published in Prague under the 
auspices of the Czechoslovak Academy of Science, and 
simultaneous versions in English and Russian are to 
appear quarterly.“ In their introduction the editors, 
Dr. D. Blaskovic, of Bratislava, and Dr. A. A. 
Smorodintseff, of Leningrad, express the hope (which 
will be widely echoed) that the new venture will help 
to promote international understanding and cooperation. 
To assist them, they have an. editorial board which 
includes many distinguished virologists from Eastern 
Europe. 

The success and value of the journal will ultimately 
be determined by the quality of the material it can 
attract. In the first issue the standard varies, but it 
can hardly be otherwise until the journal has begun to 
make itself more widely known. The translation has 
been done very efficiently and the editors deserve warm 
praise for giving their fine idea so successful a start. 





Prof. ANDREW CLAYE has been elected president of the 
Royal College of Obstetricians and Gynecologists. 
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FATALITY FROM THREE COMMON 
SURGICAL CONDITIONS IN TEACHING 
AND NON-TEACHING HOSPITALS 


J. A. H. Lee 
B.Se., M.D. Edin., D.P.H. 


S. L. Morrison 
M.B. St. And., D.P.H. 


J. N. Morris 
M.A. Glasg., F.R.C.P., D.P.H. 


From the Social Medicine Research Unit of the Medical Research 
Council, London Hospital 


In the course of some studies of appendicitis, we became 
interested in estimating the number of admissions to 
hospital each year for this condition. We therefore turned 
to the published report of the hospital inpatient inquiry, 
and it can be inferred from the samples on which this 
study was based that the number of cases of appendicitis 
treated in hospital in England and Wales in 1951 was 
probably in the region of 120,000. During that year 
there were close on 1200 deaths certified to appendicitis. 
The hospital inpatient data are given separately for 


teaching and non-teaching hospitals, and we were, 


surprised to find, on doing the sums, that the case-fatality 
was much higher in the non-teaching hospitals. The 
sample of teaching hospitals reported 7139 cases of 
appendicitis with 43 deaths (a case-fatality of 1 in 166), 
while the sample of non-teaching hospitals reported 
2795 cases with 38 deaths (a case-fatality of 1 in 74). 

The rest of the published data (General Register Office 
1955) were then examined to see if differences also 
occurred in other diseases. For differences in case- 
fatality to be demonstrable from this material the disease 
must be common and it must have an appreciable 
mortality. It was impossible to use any data on malignant 
disease, for in both types of hospital some of the admis- 
sions will be for radical treatment and others for terminal 
care. Eventually, three conditions were selected for more 
detailed study—appendicitis, perforated peptic ulcer, 
and hyperplasia of the prostate. For each of these there 
were large numbers of cases, and the published data 
referred to a single clinical entity or, at least, to a group 
of closely related conditions. The main case-fatalities 
in 1951 for the two types of hospital are set out in table 1. 
Further details are given later and the general picture 
in 1951 is described in appendix 1. 

The implications of the comparisons in table 1 seemed 
sufficiently important to make further inquiries necessary. 
From 1949 to 1951 the General Register Office (G.R.O.) 
collected data about the patients discharged from 
selected hospitals, and..these have now mostly been 
published. In 1953 and 1954 a further collection of 
information was made from a different sample of hospitals 
which has not been published. Following our analysis 
of the 1951 material we approached the G.R.O., who 
kindly transcribed for us some of the data they had 
collected in 1953-54. In the more detailed analyses that 
follow, the 1953-54 figures are given alongside those of 
1951. 

Materials and Methods 

Until 1952 the G.R.O. inquiry was made on the basis 
of the collection of reports of all patients discharged from 
about 50% of the teaching-hospital beds, and from a 
group of non-teaching hospitals whose beds formed about 
3% of the total non-teaching-hospital beds (excluding 
mental hospitals) in the National Health Service in 





1. We understand that copies of the data are available from the 
General Register Office on repayment. 


England and Wales. The 1953-54 material was different, 
being based on the records of an effectively random 10% 
sample of the patients discharged from about the same 
proportion as before (50% ) of teaching hospital beds, and 
on a similar 10% sample of those discharged from non- 
teaching hospitals containing now about 17% of the 
beds in this type of hospital in the service. 

In one respect this later information (1953-54) is of 
less use for our purposes, since the numbers of cases 
reported by the teaching hospitals under the system of 
10% sampling are small. In another way, however, these 
data are a valuable supplement. The non-teaching 
hospitals in the 1951 inquiry were few, mostly large, and 
drawn from only five regions. In the 1953-54 inquiry 
many complete hospital groups and nearly all of the 
regions were included. All types of hospital—large, 
middling, and small, ex-voluntary and ex-local-authority 
—are represented in the sample of non-teaching hospitals, 
and there is evidence that the data give a representative 


TABLE I—NUMBER OF CASES OF CERTAIN DISEASES, NUMBER 
OF DEATHS, AND CASE-FATALITIES AMONG PATIENTS ADMITTED 
TO TEACHING AND NON-TEACHING HOSPITALS, 1951 





| y A. | Non-T.H.* 
=. ’ o 
Diagnosis | Cases | dane 
| (and fatality (and | fatality 
| deaths) | (%) deaths) (% 
Acute —-s with peri- | 
tonitis : males, eat, > | 469 (16); 3-4 =| 219 (15) 6-8 
Acute appendicitis wit | 
tonitis: females, all ages | | 360 (15); 4°2 «| 171 (14) | 8-2 
Perforated vray ulcer : | 
yoerplasia. of 4t “3 393 (30) | 7-6 132 (14) | 10-6 
Ryser a irgeaady 
ages 6 ola “660 (41) | 6-2 280 (48)| 17-1 


Throughout the tables, nailed deaths in prarnes are included. 

All given for 1951 are derived from a sample of the hospitals 
of E d and Wales, containing 50% of the beds in teaching 
oo and 3% of the beds in non- teaching hospitals (G.R. o 
* The abbreviations T.H. and Non-T.#. are used for teaching hospitals 

ay non-teaching hospitals throughout these tables 
t The figures given here for 1951 are not exactly the same as those 

published by the General Register Office because cases of 
perforated anastomatic ulcer have been added to make them 
comparable with the data for 1953-54. 





picture of these hospitals in England and Wales. Features 
of the data found in both periods are probably not due to 
selection of particular hospitals or areas. However, in 
any sample (and particularly in small samples) in which 
participation by the hospitals was voluntary, the decision 
that the material is sufficiently representative to justify 
analysis becomes a matter of common sense and of 
knowledge of the particular situation. We are not 
anxious on this score. There is nothing to’suggest that, 
taken together, the non-teaching hospitals ineluded in 
either the 1951 or the 1953-54 samples were inferior to 
the average of non-teaching hospitals—or that the 
teaching hospitals were superior to the average teaching 
hospital.? 

Differences in case-fatality might be produced by 
differences in the patients coming to the two types of 
hospital, by differences in the severity of their disease, 
and by differences in the treatment they were given in 
hospital. The age of the patients affects their experience 
to a very large extent. Thus, taking both types of 
hospital in 1953-54 together, 1 in 20 men aged between 


2. It the deaths in the. 1953-54 eanple of hospitals are scaled up 
by the ratio of the number of surgical discharges in the, sample 
to that in the whole commas this gives an “‘ expected ”’ figure 
for yt ot in hospital in the whole country. This expected 
figure for appendicitis and for perforated peptic ulcer is close 
to the actual figure, and it is substantially less than the actual 
figure for hyperplasia of the prostate (G.R.O. 1956a). This 
does not suggest that the pga included in the sample 
are below the average efficien 

The distribution of hospitals’ in 1953-54 by their size (no. 
of beds) is similar to that of the country as a whole, although 
wd os included a rather high proportion of the larger 

O8P: 
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TABLE II——-NUMBER OF CASES OF APPENDICITIS AT ALL AGES, NUMBER OF DEATHS, AND CASE-FATALITIES * IN TEACHING 
AND NON-TEACHING HOSPITALS, BY SEX AND DISEASE CATEGORY 
1951 1953-54 t 
Category of appendicitis T.H. Non-T.H T.H Non-T.H. 
.« “| 
Cases Case- Cases Case- Cases Case- Cases Case- 
(and fatality (and fatality (and fatality (and fatality 
deaths) (%) deat (%) _ deaths) (%) deaths (%) 

Males : 

Acute without mention of perivouttis 1996 (8) 0-4 899 (5) 0-6 366 (1) 0-3 997 (4) 0-4 

Acute with pecibontite 469 (16) 3-4 219 (15) 6-8 77 (2) 2-6 190 (13) | 6-8 

Unqualified ¢ ‘ 474 (0) 0 196 (2) 1:0 87 (0) 0 486 (2) 0-4 

Other .. 439 (0) 0 103 (0) 0 52 (0) 0 123 (0) 0 

All 3378 (24) 0-7 1417 (22) 1-6 582 (3) 0-5 1796 (19) | 1-1 
Females : 

Acute without mention of papi 1862 (1) a1 803 (2) 0-2 364 (0) 0 986 (2) 0-2 

Acute with portent 360 (15) 4-2 171 (14) 8-2 53 (0) 0 159 (6) 3-8 

Unqualified 689 (2) 0-3 231 (0) 0 109 (0) 0 735 (0) 0 

Other .. 850 (1) 0-1 173 (0) 0 128 (0) 0 184 (0) 0 

All 3761 (19) 0-5 1378 (16) 1-2 « 654 (0) 0 | 2064 (8) | 0-4 





* Throughout this paper case-fatalities based on 5 or more deaths are printed in roman » type, those on tower than 5 in italic. The summary 


rates at the foot of columns are not “ standardised ’’ for age. 


t The figures given for 1953-54 are derived from a 10% sample of the a in hospitals of England and Wales kee 50% of the 


beds in teaching hospitals, and 17 % 


of the beds in non-teaching hospita 


t In both periods the proportion of cases for which the non-teaching hospitals gave insufficient information for the category of appendicitis 
to be decided was higher than in the teaching, but it seems unlikely that this reflects any important clinical differences. 


15 and 64 suffering from appendicitis with peritonitis 
died, while 1 in 4 such men aged more than 65 died. In 
the three conditions discussed later in detail, the teaching- 
hospital patients were on the average younger. For 
better comparison of the rates in the two kinds of hospital, 
fatality-rates in narrow age-groups—e.g., 55-64, 65-69— 
can be used, and examples of this are given in the tables. 
For rates summarising the experience of the two different 
types of hospital it is necessary to ‘* standardise ’’ those 
of the non-teaching hospitals by calculating rates for the 
non-teaching hospitals at different ages, and applying 
these rates to a ‘‘ population ” of the same age composi- 
tion as the teaching-hospital patients. Such “ stan- 
dardised * or ‘‘ age-adjusted ” rates for the non-teaching 
hospitals can then be compared with the teaching- 
hospital rates. It was found, however, that “‘ stan- 
dardisation *’ had little effect on the differences already 
found between the two kinds of hospital. Examples are 
given later. 

In the 1953-54 material the cases were divided by 
type of admission into ‘‘ immediate ’’ and ‘“‘ other.”” We 
do not know what proportion of the ‘‘ immediate ” 
admissions to either type of hospital were emergencies 
requiring urgent treatment to save life. It is possible 
that the non-teaching hospitals, with their lower bed- 
occupancy (Ministry of Health 1956a), will include more 


‘ 


TABLE III-—-NUMBER AND PERCENTAGE DISTRIBUTION OF CASES 
OF APPENDICITIS IN DIFFERENT AGE-GROUPS, ALSO PER- 
CENTAGES IN EACH AGE-GROUP REPORTED AS HAVING 


PERITONITIS, IN TEACHING AND NON-TEACHING HOSPITALS : 


MALES, 1953-54 


No. of cases % of cases % of cases in 

in each in each each age-group 

Age (yr.) age-group age-group with peritonitis 

T.H. | Non-T.H. T.H. | Non-T.H.| T.H. Non-T.H. 

5 25 38 5 3 40 18 
5- 133 399 28 27 16 9 
15 108 342 22 24 10 9 
25 111 270 23 19 5 7 
35 46 161 10 11 20 15 
45 38 195 8 13 16 22 
65 + 18 47 4 3 33 36 
Not stated oq 1 pues a oa “a 
ll ages 479 1453 100 100 14 12 


“ Immediate ’’. admissions only (these form 92% of all admissions 
with peritonitis). 

The age-distribution of cases of all types is similar in the two 
types of hospital, in either sex, in either period of observation, and 
wasn all admissions or only ‘ ‘ immediate *’ ones are considered. 


As an example the age-distribution of male patiente in 1953-54 
is given in table m1. 


of the less severely ill among their ‘‘ immediate ” admis- 
sions. For two of the diagnoses—appendicitis with 
peritonitis and perforated peptic ulcer—the great 
majority of the admissions were ‘‘ immediate,’ and the 
division of admissions in this way is of little importance. 
But there were many admissions for hyperplasia of the 
prostate that were not ‘‘ immediate,”’ and since the case- 
fatality was higher in the “ immediate’ cases and the 
proportion of such cases differed in teaching and non- 
teaching hospitals, this factor has also been allowed for 





TABLE IV—-NUMBER OF CASES OF ACUTE APPENDICITIS WITH 
PERITONITIS, NUMBER OF DEATHS, AND CASE-FATALITIES, 
BY AGE OF 





IN TEACHING AND NON-TEACHING HOSPITALS, 
PATIENT: MALES, Roads AND 1968-54 DATA AMALGAMATED 
T.H. Non-T.H. 
Age (yr.) Cases Case- Cases Case- 
(and fatality (and fatality 
deaths) (%) deaths) (%) 
<15 181 (3) 1-7 131 (6) 4-6 
15 — 317 (8) 2-5 | 242 (11) 4°5 
65 + 43 (7) 16-3 35 (11) 31-4 
Not stated 5 ca 1 pa A 
All ages 546 (18) 3:3 409 (28) 6-8 





in standardisation. Again, however, this has little effect 
on the differences already found between the hospitals by 
simple arithmetic. 

Case-fatalities based on 5 or more deaths have been 
given in the tables in roman type and those on fewer than 
5 deaths in italic. 

Appendicitis 

When hospitals notify cases of appendicitis to the 
G.R.O., these are classified according to the International 
Statistical Classification of Diseases, Injuries, and Causes 
of Death (World Health Organisation 1948). There are 
four categories for appendicitis, numbered and described 
as follows : 

550.0 Acute appendicitis without mention of peritonitis. 


550.1 Acute appendicitis with peritonitis 
551 Appendicitis nee. 
552 Other appendicitis. 


In table 1 the numbers of cases and deaths in each sub- 
group of the disease are given, for each type of hospital, 
and for the two periods 1951 and 1953-54. The excess 
mortality is found in both periods in acute appendicitis, 
whether with peritonitis or not, in males and in females. 

The case-fatality in appendicitis with peritonitis is 
much higher than in the uncomplicated disease. The 
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TABLE V—-NUMBER OF CASES OF PERFORATED PEPTIC ULCER, NUMBER OF DEATHS, AND CASE-FATALITIES IN TEACHING 
AND NON-TEACHING HOSPITALS, BY AGE OF PATIENT: MALES, 1951 AND 1953-54 











| 1951 1953-54 
| - ‘ R mensheatie ‘cae Adios: = SR he pt: oe ‘i 
Age (yr.) T.H. | Non-T.H. | T.H. | Non-T.H. 
1 Ete - A bee BE Cie TE, RSS ELT ot INS 
Cases | Case- -fatality | Cases [ Case- fatality Cases l Case- fatality | | Case- ‘fatality 
— deaths) | (%) | (and deaths) | (%) . | (and deaths) (%) wad deaths) | % 
<45 456 (15) 3-3 132 (5) | 38 | 66 (1) 16 | 103 (1) | 1-0 
45 — | 393 (30) | 76 132 (14) | 10-6 | 59 (5) 8-5 119 (15) | 12-6 
65 + 107 (25) 23-4 43 (19) 44-2 19 (6) 31-6 | 58 (17) | 29-3 
Not stated | 38 * | 1 } 60 6 ee | sa 
All ages 994 (70) | 7-0 308 (38) 12:3 144 (12) 8-3 | 280 (33) 11-8 








two types of hospital agree fairly closely in the propor- 
tions of their total cases reported as having peritonitis. 
These are for males 14% in 1951 and 13% in 1953-54 in 
the teaching hospitals, and 15% in 1951 and 11% in 
1953-54 in the non-teaching. Further, after childhood 


TABLE VI—-NUMBER OF CASES OF ACUTE APPENDICITIS WITH 
PERITONITIS, AND OF PERFORATED PEPTIC ULCER, NUMBER 
OF DEATHS, IN TEACHING AND NON-TEACHING HOSPITALS, 
BY DURATION OF STAY IN HOSPITAL : MALES, 1953—54 


hi | 
| Acute appendicitis | 
with smahcnanet 


Perforated peptic 
ulcer 





No. of RAS ca. 2. _ i Aalta SI MP ae bE. pee EPS 
com- | | | | 
plete No. of cases Case No. of cases Case- 
= of | at beginning fatality | at beginning fatality 
stay | of period (%) | of period (%) 
| (and deaths ae | (and deaths | duri 
| during it) perio during it) perio 
ao PARE Paes RV 1124 bas SNS Yd) 
Non- | Non Non Non 
| T.H. | py | TH | T.H H T.H 
0-3 | 77(1)|190 (7) 23 | 3-7 [144 (3) 280018) 27 | 6-4 


4-28 76 (1) |183 (6)) 13 | 33 [140 (8))257(14) 5-7 5-4 


the proportions are similar at different ages. The figures 
for males in 1953-54 given in table m1 are an example, 
those for 1951 and for females being comparable. There 
were so few deaths among the teaching-hospital patients 
in the 1953-54 sample that rates based on the experience 
of these two years alone are of limited value. If the 
material from the two peridds of observation is amalga- 
mated, the case-fatality for appendicitis with peritonitis 
among males treated in the non-teaching hospitals in the 
samples is 6-8%, and when “‘ standardised ’’ for age this 
rate becomes 6-6%. The corresponding figure for the 
teaching hospitals was 3-3% (0-03>p>0-02). 

In table tv the case-fatalities for the two types of 
hospital are given for males at different ages during the 
three years. So far as this information goes, it appears 
that the excess fatality in the non-teaching hospitals is 
not confined to any particular age-group. 


TABLE VII—NUMBER OF CASES OF HYPERPLASIA OF PROSTATE, 
NUMBER OF DEATHS, AND CASE-FATALITIES IN TEACHING 
AND NON-TEACHING HOSPITALS, BY AGE OF PATIENT: 195] 
AND ) 1968-54 


1951 | 1953-54 








TR. Non-T.H. T.H. Non-T.H. 

—-,-- |___—.- ss SRSA RE 

Age (yr.) 3 se se se 

Cases > Cases | @, | Cases >| Cases | 2, 

(and. | #2| “and EG (and | a2). (and | a2 

deaths) | oF deaths) | © @ | deaths) “J deaths) ©3 

| € | & €) € 

<55 92 (0) 0| 27 (1) 37) 19 (0) 0 | 31 (0) O 

55 — 405 (4)| 1:0|131 (8)| 6-1) 66 (0) 0 1353 (4), 2-6 

65 — 660 (41) 6-2 280 (48)17-1/138 (6) 4-3 |296 (24) 8-1 

75+ 347 (54)/15-°6 169 (48)/28-4| 69 (6) 8-7 |255 (42) 16-5 
Not stated | 10 


All ages leaned (99), 6-5 ‘5 poscnssF- 3 292 (12) 4-1 735 (70), 9-5 


J 


There were no deaths among females treated in 
teaching hospitals in the 1953-54 sample. In 1951 the 
non-teaching-hospital case-fatality for appendicitis with 
peritonitis was 8-2%, and when “standardised ”’ this 
became 8-6% ; the corresponding 1951 figure for teaching 
hospitals was 4:2%. 


Perforated Peptic Ulcer 


Separate figures are not available for gastric and 
duodenal ulcers. Table v sets out the numbers of male 
cases and deaths from perforated peptic ulcer, by age, 
for the two types of hospital in 1951 and 1953-54. The 
differences between the case-fatalities in the teaching 
and non-teaching hospitals are smaller than in appendi- 
citis, and not so regular. In 1951 there was an excess 
fatality in all age-groups in the non-teaching hospitals. 
In 1953-54 there was a small excess in the teaching 
hospitals in patients over 65 (and in those under 45). 
There was an excess in the non-teaching-hospital patients 
aged 45-64. Because of the frequency and fatality of 
perforated peptic ulcer in this last age-range, the overall 
fatality in 1953-54 for the non-teaching hospitals was 


TABLE VIII--NUMBER AND PERCENTAGE DISTRIBUTION OF 
CASES OF HYPERPLASIA OF PROSTATE IN MEN AGED 55 AND 
OVER, IN TEACHING AND NON- TEACHING HOSPITALS, BY 





























AGE dup 1 TYPE OF ADMISSION: 1953-54 
T.H. Non-T.H. 
\* Imme- |e ” * Imme- le | 
> (Other All » | Other All 
Age | diate } dia‘ 
oe)! bl | admis- | edmie- Pe odmis- odmis- 
| gions | slons sions | sions ons sions 
ees | Lehiincitpeinci —_ 
|No.| % |No.| % |No.| % No.| % |No.| % |No.| % 
55-4 | 25 27 99) 81 | 11-4| 24 | Ba4| 32 | 46) 56/ 8-0 
60— | 9 | 33) 26 | 9-5! 35 128| 47 | 6-7| 50 | 7-1) 97) 13-8 
65— | 28 |10-2| 44 16-1| 72 | 26-3) 81 11-5) 60 | 85/141) 20-0 
70 — | 33 |12-1| 33 |12-1) 66 | 24-2/103 (14-6) 52 | 74 155| 22-0 
75— | 26 | 9:5| 19 | 7-0) 45 | 16-5| 95 |13-5| 52 | 74/147) 20-9 
at | 21 | 7-7| 3 | 1-1] 24 | 8-8] 78 |11-1| 30 4-2) 108) 15-3 
| | | | | | 
ages 121 |44-3/152 (55-7 lors 100-0 |428 |60-8 |276 (39-2 704 | 100-0 











higher than for the teaching. On the whole there was 
some convergence of the record of the two types of 
hospital between 1951 and 1953-54. 

As shown in table v, the age-distribution of the patients 
was not very different in the two types of hospital in 
1951. In 1953-54 there was a disproportionate increase 
in the numbers of old men admittéd to non-teaching 
hospitals with perforated ulcer. Rates summarising the 
1953-54 experience therefore should be ‘‘ standardised.” 
The case-fatality at all ages of 11-8% in the non-teaching 
hospitals in 1953-54, when ‘‘ standardised,” becomes 
9-8%. The teaching-hospital rate comparable with this 
is, of course, 8-3%. If the data for the three years (1951, 
1953-54) are taken together, the case-fatalities were 
7:2% in the teaching hospitals, and 9-7% (standardised 
for age) in the non-teaching (0-06>p>0-05). 

An excess of moribund patients admitted to the non- 
teaching hospitals could account for the observed excess 
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case-fatalities, though ‘‘ moribundity,” of course, is not 
the only cause of death in the first day or two in hospital. 
Such a mechanism may have operated in perforated ulcer 
(table vi) during 1953-54 (although not, as a matter of 
fact, in 1951). 

In the three years there were 143 cases of perforated 
peptic ulcer in females of all ages, with 19 deaths, reported 
by the teaching hospitals ; and 87 cases with 11 deaths 
reported by the non-teaching.’ 


Hyperplasia of the Prostate 


The case-fatality among men admitted in 1951 and 
1953-54 with a diagnosis of hyperplasia of the prostate 
is shown in table vu. The more favourable experience 
of patients admitted to teaching hospitals is found at all 
ages in 1951, and after 55 years in 1953-54. The 1953-54 
data can be divided into narrower age-groups than those 
of 1951, and the admissions in these years were separated 
into ‘‘ immediate’ and ‘ others.” Detailed analysis of 
the 1953-54 cases (table vim) shows that the teaching 
hospitals had a twofold advantage: a smaller proportion 
of their cases were in the older age-groups, and a larger 
were admitted other than ‘‘ immediately.””’ The case- 
fatality in the non-teaching hospitals in 1953—54, stan- 
dardised for age and type of admission, was 7-6% the 
comparable teaching-hospital rate being 41% (0-03 
>p>0-02). The case-fatality at ages 65-74 years alone 
in the non-teaching hospitals, standardised for age and 


TABLE IX—-NUMBER OF CASES OF HYPERPLASIA OF THE 
PROSTATE ADMITTED “ IMMEDIATELY,’’ NUMBER OF DEATHS 
AND CASE-FATALITIES IN TEACHING AND NON-TEACHING 
HOSPITALS, BY DURATION OF STAY IN HOSPITAL: 1953—54 


. me % of those 
No. of cases at Case-fatality . & 
beginning of (%) i 
No. of period (and —s at begining 
complete deaths during it) perio 
days of of period 
stay on REE woeerere <i 
- . " Non- Non- 
r.H. Non-T.H. T.H T.H. T.H. TH. 
0-3 126 (2) | 444 (9) 1-6 2-0 100 100 
4-7 120 (4) 416 (7) 3-3 1-7 95 9 
8-14 110 (1) | 387 (13) 0-9 3-4 87 87 
15-21 92 (1) | 297 (5) Il 1-7 73 67 
22-28 62 (0) | 231 (4) 0 1-7 49 52 
29 + 40 (1) ) 147 (10) 2-5 6-8 32 33 
All periods 126 (9) | 444 (48) 71 10-8 ae na 


type of admission, was 7-0% compared with a teaching- 
hospital rate of 4-3%. 

In table 1x the fatalities at various periods after 
admission are given, and the durations of stay of the 
patients admitted ‘‘ immediately ’’ to the two types of 
hospital. There is no evidence from this, either that the 
non-teaching hospitals received an excessive proportion 
of those in extremis, or that the teaching hospitals were 
able to discharge rapidly many who would soon die 
elsewhere. 

The case-fatality in both types of hospital fell between 
1951 and 1953-54, the decline being sharper in the non- 
teaching hospitals. In the population as a whole the 
mortality ascribed to hyperplasia of the prostate is falling 
steadily (G.R.O. 1956b). 


Discussion 

The case-fatalities given in this paper are mostly based 
on small numbers of deaths, and some of the differences 
between the rates for teaching and non-teaching hospitals 
are not “ significant’ in the usual statistical sense. It 
seems unlikely, however, that such consistent differences 
could have been found between the two types of hospital, 
independent of age, sex, and what indications there are 
of the severity of the diseases and type of admission, if 
the differences were not in fact real. When the data on 


3. The case-fatality in both sexes in 1951 (the only year for which 
we have data) from peptic ulcer without perforation was sub- 
stantially higher in the non-teaching hospitals. 


TABLE X—NUMBER OF CASES OF DIABETIC COMA, AND OF 
OTHER COMPLICATIONS OF DIABETES, NUMBER OF DEATHS, 
AND CASE-FATALITIES, IN TEACHING AND NON-TEACHING 
HOSPITALS, BY SEX: 1951 AND 1953-54 


























! 1951 1953-54 
T.H | Non-T.H. T.H Non-T.H, 
Compli- 38 se se se 
cation ~ > Bet = ~~ 
Cases >» | Cases | z> Cases | > | Cases bh 
(and | s=/ (and S=) (and | s=/| (and 25 
deaths); “3 |deaths)| “3 deaths)) “’g |deaths)) ~'g 
3 | | é | & | & 
| | | 

Males: | wee 
Coma | 99 (8)} 81 | 27 (7) | 25-9 | 11 (1) | 9-2 | 30 (6) | 20-0 
Other 197 (9)| 46 | 39 (6) [15-4 | 27 (1) | 37 | 54(12) | 22-2 

Females : 
Coma /128 (22) 17-2 |‘30(7) 23-3 | 21 (0) | 0 35 (5) | 14:3 
Other |333 (22), 6-6 | 68 (7) |10-3 | 50 (1) | 2-0 74 (3)| #1 








diabetic coma given in appendix 1 are included, of the 17 
independent comparisons of rates in thes present report 
that are based on 5 or more deaths, the advantage lay 
with the teaching hospitals in-16. In view of the impor- 
tance of the question, and the possible size of the differ- 
ences, further and fuller inquiries clearly are necessary. 

The data at present available give little or no indication 
of the relative importance in the production of this 
excess fatality of factors associated with the patients and 
their condition, and of factors connected with the treat- 
ment that they received. Differences in the age of the 
patients admitted to non-teaching hospitals do not 
explain the excess fatality. The proportion of cases 
admitted ‘‘ immediately ”’ tells little about the severity of 
the disease, and there is no direct information about the 
state of patients at admission. All the surgeons we have 
consulted agree in their impression that patients admitted 
to non-teaching hospitals for prostatectomy are on 
average in poorer physical condition than those who 
come into teaching ones; and, in general, that there 
may be stricter criteria of selection for this operation in 
the teaching hospitals. This is a point needing further 
inquiry to resolve, and if confirmed would have its own, 
and serious, implications. No-one has been able to 
suggest to us how such a selection of cases might be 
working in acute appendicitis with peritonitis. 

In addition to information about the length of stay of 
fatal cases (tables vi and 1x), another measure of the 
severity of the disease in patients admitted to the two 
types of hospital is given by the proportions suffering 
from appendicitis who had peritonitis. This (table 111) 
does not suggest that the non-teaching hospitals are at a 
particular disadvantage in relation to appendicitis 
because, for instance, of delayed admission of patients. 
Too few facts, however, are available for any proper 
analysis of these aspects of the problem. Studies of the 
needs of the community for hospital care, and of how 


TABLE XI—NUMBER OF CASES OF DIABETIC COMA, AND OF 
OTHER COMPLICATIONS OF DIABETES, NUMBER OF DEATHS, 
AND CASE-FATALITIES, IN TEACHING AND NON-TEACHING 
HOSPITALS, BY AGE: BOTH SEXES, 1951 AND 1953-54 DaTA 


AMALGAMATED * 








T.H. Non-T.H. 
Compli- A ay ous Ey " i 
cation (yr.) | Cases | Case- Cases Case- 
| (and fatality | (and fatality 
| deaths) | (%) | deaths) | (%) 
Coma . | Under 45 | 141 (9) | 6-4 48 (6) 12-5 
Over 45 113(22) | 195 74(19) | 25-7 
Other Under 45 80 (1) 13 29 (0) | 0 
Over 45 522(32) 6-1 206(28) | 136 


| | 
| | 








* The number of cases in this table does not agree with those of 
table x since “ not stated ” ages have not been included here. 
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these are being met, need to take account of a wide 
variety of such factors. The difference in staffing 
between different types of hospital shown in appendix 1 
is another factor, but we have no evidence how important. 
We are diffident therefore about giving these figures on 
staffing (tables xtla—c), especially as there are no corre- 
sponding data on the other, and it may well be more 
important, factors in the situation. Moreover, it is not 
possible to make any correction of the staffing ratios for 
such things as the highly specialised treatment and 
teaching and research responsibilities in teaching hospitals. 

Some investigations of the efficiency of hospitals have 
been done in this country (Farr 1861, Nightingale 1871, 
Simon 1863), and in the United States (Kohl 1955, 
Lembcke 1952, Rosenfeld 1957). There is a need for 
clinical and epidemiological studies that are adequate 
to elucidate the present situation. 


Summary 


‘The case-fatality in hospital has been calculated from 
the statistical material provided by the hospital inpatient 
morbidity inquiries of the General Register Office in 
1951 and 1953-54, The samples were drawn differently 
for these two. periods, but the results are similar. In 
males, at all ages, in the three years 1951, 1953, 1954, 
together, the case-fatality from appendicitis with perito- 
nitis was 3-3% in teaching hospitals, and 6-6% in non- 
teaching hospitals, the latter rate being standardised for 
age. For perforated peptic ulcer the case-fatality in 


TABLE XIIa—-NUMBER OF SURGEONS PER 1000 SURGICAL 
BEDS, IN TEACHING AND NON-TEACHING HOSPITALS: 
ENGLAND AND WALES, 1953 











Staff Non- 
T.H. TH. 
Consultants as os as 22 16 
Senior hospital medical officers - om os 0-4 2 
Senior registrars . Se ry ‘ 18 3 
Registrars, &c. 4 we $s 25 16 
House-officers ‘(per 1000 beds of all types) ve 38 14 











By yy includes all surgeons, specialist and general, and 
all s 

Part-time consultants and s.H.M.0.4s have been “ converted” to 
full-time equivalent on the arbitrary basis of 40 hours per week. 

Part-time registrars have been “ converted ”’ to full-time on the 
basis of a 50-hour week. 

The figures for house-officers are the numbers of all house-officers 
in generel teaching and non-teaching hospitals 1000 beds of all 
types in these hospitals, and not merely surgi beds. 

he number of house-officers pee 1000 beds in the general hospitals 
included in the 1953-54 samples on which this study is based is 
almost identical with that in the hospitals of the country as a whole. 


TABLE Xi1Ib—-NUMBER OF ANZSTHETISTS PER 1000 sURGICAL 
BEDS IN TEACHING AND NON-TEACHING HOSPITALS: 
ENGLAND AND WALES, 1953 











Staff | TAH. Non-T.H. 
Consulta: es 15 8 
Senior hospital medical officers os 1 3 
Senior registrars in | 4 0-3 
Registrars, &c. | 14 6 





This tabulation includes all anesthetists, and all surgical beds. 
js eens to full-time have been made on the same basis as in 
le XIla, 


TABLE XIIC—NUMBER OF NURSES PER 100 BEDS IN TEACHING 
AND NON-TEACHING GENERAL HOSPITALS: ENGLAND AND 
WALES, 1953 





T.H. | Non-T.H. 





| 
Full-time | Part-time Full-time Part-time 


82 3 | 51 6 
| { 


No data are available on the distribution by ne or medical 
beds, or on the whole-time equivalent of the “ p: timers.” 
The number of full- and part-time nurses per 100 beds in the 














pee included in the 1953. 54 sam rE ry on which this study is 
based is ° = ost identical with that in 
as a whole 


he hospitals of the country 


males during these three years was 7:2% in teaching, 
and (standardised for age) 9-7% in non-teaching hospitals. 
In 1953-54 the case-fatality from hyperplasia of the 
prostate was 4-:1% in teaching, and (standardised for age 
and type of admission) 7:6% in non-teaching, hospitals. 
Comparable differences were found in diabetic coma. 

The samples used in these studies are small and 
not random, but it is believed that they are suffi- 
ciently representative for the observations to require 
further and fuller inquiries. As evidence of the repre- 
sentativeness of the samples, it may be mentioned that 
the hospitals in 1953-54 were similar in size to those of 
the whole country; the number of house-officers and 
nurses per 100 beds was almost identical with the national 
average for 1953; and calculation of ‘‘ expected” 
numbers of deaths for England and Wales on the basis 
of the experience in this 1953-54 sample gave figures very 
close to (or better than) the actual figures of hospital 
deaths recorded by the Registrar-General. 

A situation in 1951 and 1953-54 has been described, 
but because of the paucity of data very little can be 
attempted by way of explanation. Nothing is known 
of the situation as it is today. 


We are much obliged to the General ister Office and to 
the Ministry of Health for information. . J. D. Fergusson 
and Dr. H. Joules of the Central Middlesex Hospital, and Dr. 
D. A. Jennings and Mr. J. E. Richardson of The London 
Hospital, made very useful criticisms of earlier versions of the 

aper. We are grateful also to many surgeons and other 
ospital staff in various parts of the country who so freely 
discussed these problems with us. Our colleagues in the 
Social Medicine Research Unit gave us much help. 


Appendix 1: 
CASE-FATALITY—GENERAL PICTURE IN 1951 


The published material for 1951 was divided into 54 
major diseases or disease-groups. In 46 of the 54 the 
case-fatality was higher in both sexes in the non-teaching 
hospitals; in 8 the case-fatality was higher in the 
teaching hospitals in one sex or both. 


The eight conditions can be divided into two groups: (a) 
five where the numbers are so small that the differences cannot 
be evaluated ; and (6) others. In the first group are “ infec- 
tious disease commonly arising in the intestinal tract ’’ with 1 
death among 116 females treated in the teaching hospitals, 
and 0 among 183 treated in the non-teaching. Similarly 
there were 0 deaths among 229 females with eye 
treated in non-teaching hospitals, compared with 6 among 
5775 treated in teaching hospitals. There was 1 death among 
279 males treated in teaching hospitals for non-malignant 
disease of the tongue and buccal cavity, compared with 0 
among 39 treated in non-teaching hospitals. There was 1 
death among 914 females treated in teaching hospitals for 
non-malignant disease of the breast, co: with 0 among 
176 treated in non-teaching hospitals. hospitals were 
excluded from this study, and there were pr 39 male cases 
of mental disease or mental deficiency reported by the non- 
teaching hospitals, with 0 deaths. In the teaching hospitals 
there were 425 cases with 4 deaths. 

Group (6) may be summarised as follows: there was 4 
higher death-rate in the teaching hospitals from pemphigus, 
erythema multiforme, lupus ematosus, scleroderma, and 
dermatomyositis. In 1951, year to which these data 
refer, cortisone was available only at a small number of 
hospitals, mainly teaching. There was also a eathetie's death 
rate in the teaching hospitals from myasthenia pnp 
alth there were few non-teaching hospital cases, 
seems likely to be the result of selection. In the group “ all 
other infectious and parasitic diseases "’ there was an excess 
death rate in both sexes in the teaching hospitals. There were 
13 deaths in teaching hospitals out of 134 cases of meningo- 
coccal infection, com) with 6 out of 80 in the non-teaching 

hospitals ; and 4 out of 108 cases of acute infectious encepha- 
litis in teaching hospitals compared with 1 out of 98 in non- 
teaching hospitals. There were also 18 deaths out of 481 
eases of the sub- “group of the “remaining infectious and 
parasitic diseases *’ in the hospitals, compared with 5 
out of 279 in the non-teaching. No further details are given 
about these conditions. 
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In some conditions, such as cerebral hemorrhage and 
respiratory tuberculosis, there was an excess fatality in 
the non-teaching hospitals to which selection of cases 
must surely make a large contribution. There were 
several conditions where selection seemed less likely to 
be important, but for which there is too little information. 
Thus in 1951 the case-fatality for head injuries was higher 
in the non-teaching hospitals (Morris 1957), and this was 
found again in 1953-54. No information is available, 
however, about the type of head injury admitted to the 
different hospitals. There was an excess case-fatality 
in coronary thrombosis treated in non-teaching hospitals 
in 1951, which was not repeated in 1953-54. This excess 
fatality in 1951 was found at periods of 0-3 days, 4-7 
days, 8-28 days, and 29 days and over. Many conditions 
such as burns, intussusception, strangulated hernia, 
uterine fibroids, thyrotoxicosis, other thyroid disease, 
and pernicious anemia had an excess case-fatality in the 
non-teaching hospitals in 1951, but the number of deaths 
is small and they were therefore not investigated in 
1953-54. 

Diabetes 

The case-fatality from diabetic coma was higher in 
both sexes, and in both periods, in the non-teaching 
hospitals (table x); and the difference was larger in the 
younger patients (table x1). The case-fatality from 
the other complications of diabetes was also higher in 
the non-teaching hospitals. Numbers are too small for 
more detailed analysis. 


Appendix II: 
STAFF 


The figures (tables xta—c) on the staffing of teaching 
and non-teaching hospitals have been extracted from the 
latest publication on the subject (Ministry of Health 
1956b). These figures refer of course to the whole 
country and not merely to the hospitals included in the 


present study. 
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NOT BY BEDS ALONE 
The Minister’s Advice on the Care of the Elderly 


One of our most important tesponsibilities towards old 
people is to provide hospital beds for them ; perhaps an 
even more important responsibility is to see that they use 
these beds as seldom and as late in their lives as possible. 
To achieve this, the hospitals and the local authorities 
must work together to help old people to stay in their 
own homes as long as they are fit, and no longer. In two 
circulars issued last week, one to hospital authorities * 
and one to local authorities,? the Minister of Health 
accepted the need to develop the services for old people 
as one of the most urgent tasks of the National Health 
Service. But this did not in his view mean the provision 
of more hospital beds for the chronic sick, but more dis- 





ae 


1. H.M.(57)86. 


2. Cireular 14/57. 


criminating use of the beds that we have, supplemented 
by better domiciliary and welfare services. 

He asked the different authorities to join together to 
provide a single comprehensive service for old people. 
Within the present administrative framework effective 
cooperation was possible. One stumbling-block to a 
truly comprehensive service was what he described as 
“the lack of a clear perception by hospital and welfare 
authorities of their respective responsibilities.” The 
main divisions were clear ; as guidance for more difficult 
borderline cases he offered the following definitions : 


Apart from the active elderly person who is in need of resi- 
dential care and who is clearly the responsibility of the welfare 
authority, the latter’s responsibility also extends to the 
following : 

(i) Care of the otherwise active resident in a welfare home 
during minor illnesses which may involve a short period in 


(ii) Care of the infirm (including the senile) who may need 
help in dressing, toilet, etc., may need to live on the ground 
floor because they cannot manage stairs, and may spehd 
part of the day in bed (or longer periods in bad weather). 

(iii) Care of those elderly persons in a welfare home who 
have to take to bed and are not expected to live more than 
a few weeks (or exceptionally months) and who would, if 
in their own homes, stay there because they cannot benefit 
from treatment or nursing care beyond what can be given at 
home, and whose removal to hospital away from their familiar 
surroundings and attendants would be felt to be inhumane. 
All these are persons for whom any necessary nursing care 

would be given by relatives, etc., with the help or advice of 
the home nurse if they were living in their own homes. In 
welfare homes that care should be given by attendants, assisted 
or advised by the visiting home nurse in the small welfare 
home, or by a small staff with nursing qualifications or experi- 
ence in the larger homes. 

It is not regarded as the responsibility of the welfare author- 
ity to give prolonged nursing care to the bedfast (except in 
those in (iii) above), nor is it desirable that separate “ infirmary 
wards,” in which patients from other homes are concentrated, 
should be created in large homes. 

Apart from the acute sick and others needing active treat- 
ment, who are clearly the responsibility of the hospital author- 
ity, the latter’s responsibility also extends to the following : 

(i) Care of the chronic bedfast who may need little or no 
medical treatment but do require prolonged nursing care 
over months or years. 

(ii) Convalescent care of the elderly sick who have com- 
pleted active treatment but are not yet ready for discharge 
to their own homes or to welfare homes. 

(iii) Care of the senile confused or disturbed patient who 
is, owing to his mental condition, unfit to live a normal 
community life in a welfare home. 

It is not regarded as the responsibility of the hospital 
authority to give all medical or nursing care needed by an old 
person, however minor the illness or however short the stay 
in bed ; nor to admit all those who need nursing care because 
they are entering upon the last stage of their lives. 


One of the best ways of achieving cooperation was the 
joint appointment of a hospital geriatric physician by 
regional boards and by local authorities. The Minister 
was insistent that every hospital centre should give 
priority to setting up a geriatric department under the 
charge of a specialist. 

The Minister’s other recommendations to the hospitals 
included the development of outpatient services for the 
elderly. On the whole he inclined to the view that it was 
best for old people to have full access to the ordinary 
clinics rather than to attend special clinics of their own. 
Day hospitals could usefully supplement these clinics, 
especially for patients who were mentally enfeebled. 
Arrangements which allowed old people who were being 
nursed at home to be admitted to hospital for short stays 
gave relatives a welcome break. Medical care should also 
be supported by such ancillary services as chiropody, 
physiotherapy, and occupational therapy. Domiciliary 
visits eased admissions and kept the waiting-list under 
informed supervision. Short-stay psychiatric units were 
a useful addition to a geriatric department. 
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Most of the chronic sick are elderly, but unfortunately 
there is a small minority of young people among them. 
It is, as the Minister says, ‘‘ wholly unsatisfactory ”’ for 
them to be nursed for, “ perhaps, the greater part of 4 
life-time in the company of older patients in all stages of 
terminal illness or of much greater ages.’”’ He asked 
regional hospital boards to consider how far these patients 
could be grouped together without losing touch with their 
own families. 

The Minister reminded the local authorities that there 
were still many people—it had been estimated at 4500— 
who were occupying hospital beds but who could be in 
residential homes if they were available. A smaller 
number of people living in homes would probably benefit 
by being moved to hospital. These ill-used beds showed 
the need for closer coéperation between hospitals and 
the local services, which should cover not only the 
patients on the hospitals’ waiting-lists but also the 
patients who had returned to their homes. Both of these 
groups stood in special need of the help of the domiciliary 
health services. These, the Minister thought, though 
generally adequate, were too thinly spread in some areas 
and he urged their continued expansion. 

The advice which the Minister has offered the hospital 
and the local authorities was based on Dr. C. A. Boucher’s 
report * on the survey of services for the chronic sick 
and elderly. This survey was carried out during 1955 in 


3. a. publ. a gs Subj., Lond. no. 98, 1957. H.M. Stationery 


each hospital region by teams headed by a principal 
regional officer of the Ministry. The teams collected 
opinions as well as facts, and not the least interesting 
part of the report is the chapter on the views on geriatrics 
as a specialty. At one extreme it was held that an elderly 
patient should be treated in the general wards of the 
hospital, and geriatricians were regarded as ‘‘ medical 
practitioners of a clinical calibre who could not always 
claim equality with other consultants.” There was con- 
siderable prejudice against geriatric appointments and 
some ignorance of the possibility of reablement. On the 
other hand those who supported these appointments were 
sure that, thanks to them, the pressure on beds was 
relieved, and the turnover improved. Many geriatric 
units had been remarkably successful; some less so, 
perhaps because the geriatrician’s responsibilities were 
limited to the daily treatment of patients and because 
there was lack of junior medical staff and an insufficiency 
of almoning, physiotherapy, and occupational-therapy 
help. Though geriatrics offers clinical opportunities of 
unlimited interest and wide opportunities of research, 
the survey found that the recruitment of junior staff 
remained difficult and senior staff with suitable experience 
were not always forthcoming. New units would entail the 
appointment of more physicians with a clear understand- 
ing of the social and medical problems of the elderly 
patient, yet the number of registrar appointments in 
existing units did not seem to meet the demand for senior 
appointments. 
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An outbreak of influenza, which seems to have begun 
in North China, reached Singapore in May, 1957. Influ- 
enza is not notifiable in the island and no reliable figures 
for overall incidence could be obtained. Moreover, a 
large proportion of the population does not seek Western- 
type medical care. Mainly for these reasons, our detailed 
study of the outbreak has been confined to the civilian 
population in the Singapore Naval Base, consisting of 
Naval Base workers and their dependants. The main 
advantages of this include fairly complete ascertainment 
of cases from the working population at least, reasonably 
reliable definition of the population at risk, and a medical 
service accessible to all cases. 

For all cases seeking medical attention in the Naval Base, 
data were recorded on date of onset, age, sex, ethnic group, 
place of work within the Base, and whether admitted to 


hospital or treated at home. Pressure of clinical work made - 


it impracticable to record further data on patients not 
admitted to hospital. For those admitted a record-card was 
designed for recording, besides the above data, details of 
symptoms, complications, duration and level of pyrexia, and 
duration of stay. In addition blood was taken from a number 
of the hospital patients in the acute and convalescent stages 
for serological examination. We present an analysis of these 


data, with certain other observations made in the Singapore 
Civilian General Hospital in the city. 


Clinical Findings 


For present purposes, the clinical observations relate 
to 298 patients with influenza admitted to the Asian 
hospital in the Base. Criteria of admission were difficult 
to specify since they depended on many factors (age of 
the patient, general state of health, availability of beds, 
&c.). Doctors were asked to assess their cases clinically 
in thyee categories—mild, moderate, and severe—but it 
became evident that such classification was difficult and 
unreliable and it was accordingly dropped. 

Table 1 shows the distribution of the 298 admitted 
cases by age and sex. At the younger ages little difference 
is seen between the numbers of males and females, but 
as age increases female cases are fewer. This is probably 
due to a difference in the numbers seeking treatment 
rather than in the numbers affected. Table 1 also shows 
the duration of hospital stay by age. It is clear that 
hospital stay was longest in the very young and the old. 
Young adults had the shortest stay. 


Pyreaxia 

All patients had pyrexia, and they were not discharged 
until their temperatures had returned to normal. The mean 
duration of pyrexia over all ages was 2-4+ 0-87 days and it 
varied little with age. 

The mean temperature on admission was 102-9°F and the 
mean highest record was 103-1°F. In 41 of the 298 cases the 
highest record was higher than the record on admission. Of 
the patients with tem tures below 100°F on admission, 
the temperature rose in 69% during their hospital stay, 


TABLE I-——HOSPITAL PATIENTS. AGE AND SEX DISTRIBUTION, 
AND MEAN DURATION OF HOSPITAL STAY AND OF PYREXIA 




















10-|15~/20-/30-|40 s0-| 80 
Age (yr) = 0-4/5-91'14/ 19] 39/ 30 49/59 mae Ae ses 
No. of patients .. | 32/49|19/27/75|64|18/11| 3 | 298 
No. of males... |17|34/ 8|20/70|59/16/11| 3 | 238 
No. of females .. |15)15/11) 7| 5| 5} 2; 0} 0 60 





Mean duration of 
hospital stays | 
ys) .. .. | 6-9) 6-1) 5-9) 4-9) 4-1) 4-4) 4-9 
Mean duration of 
pyrexia (days) .. | 22) 1-8) 2-6) 2-1) 2-5) 2-5) 2-5 


9-5 53 +0°24 
4-1 2-4 +0-87 
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TABLE II—COMPLICATIONS IN ASIAN HOSPITAL ADMISSIONS 
| ! 
Age- y . Ethnic 
group | No Complication group Sex 
0-4 1 Tonsillitis | Chinese | M 
1 Conjunctivitis Indian »» 
1 Bronchitis ” ” 
2 Pneumonias F 
1 Tracheitis jae ¥ 
1 Cervical adenitis » ” 
5-9 1 | Bronchitis and pneumonia | Indian M 
1 Conjunctivitis ” | 
, 1 Tonsillitis | ” « ” 
1 Bronchitis | ” ” 
1 | Pneumonia | » »» 
1 Pneumonia Malay 
1 Bronchitis | Indian # 
10-14 | 1 | Pneumonia | Chinese | M 
1 | Pneumonia Indian F 
15-19 1 | Bronchitis | Indian | M 
1 | Bronchitis and pneumonia ee | 
20-29 3 | Bronchitis ' Indian | M 
1 Pneumonia 2 | 9 
1 Relapse influenza pa | 
30-39 | 5 | Bronchitis Indian M 
1 Bronchitis Malay o 
1 | Pneumonia Indian me 
40-49 1 Bronchitis | Chinese | M 
1 Bronchitis | Indian |, 
1 Pneumonia | ” |» 
50-59 | 3 | Pneumonias | Indian M 
2 | Bronchitis ” | 
60 + 1 Pneumonia Indian M 


' 





suggesting that people admitted with low temperatures were 
probably in an earlier stage of their illness than those admitted 
with higher temperatures. Since their total number was 
small, it seems probable that the temperature rose rapidly 
with onset of the disease and remained elevated for between 
two and three days. 


Other Symptoms 

Most patients presented more than one symptom, but no 
particular combinations of symptoms were commoner than 
would be expected from their individual incidence. Apart 
from pyrexia, which was universal, headache was the com- 
monest symptom (193 patients). The next commonest was 
sore throat (135). This symptom is not usually regarded 
as an important one in influenza. Cough was complained of 


eases (table 11). As might be expected, they were commoner 
in the young and in the old than in young adults. In children 
under 5 the complication-rate was about 22%; in adults over 
50 it was 43%; but in patients between the ages of 15 and 
30 it was only 7%. The most important complications were 
pneumonia (15 cases) and bronchitis (17 cases). Complicated 
cases represented 13% of all admissions, and accounted for 
26% of the total bed-stay attributable to the outbreak. 


Among the Naval Base cases there were no deaths ; 
indeed few deaths were reported as due to influenza at 
any time during the outbreak. However, although final 
figures are not available, it appears that the general 
death-rate in Singapore was higher during the month of 
May than is usual at that time of year. Influenza may 
well have accelerated death in patients with more chronic 


The general impression was that, though patients were 
severely incapacitated by their illness, uncomplicated 
recovery within five days was usual. 


Epidemiology 


Although sporadic cases were seen in the last few days 
of April, the major outbreak did not start until May 1. 
At the outpatient clinic of the General Hospital the greatest 
daily number of cases was on May 7 (see figure) but a smaller 
peak followed on May 13. In the Naval Base there were two 
s—on May 9 and on May 13. The significance of these 
ater peaks is not clear; but their occurrence on a Monday, 
after a fall in attendances on the Saturday and Sunday, 
suggests that they need not be attributed to a secondary rise 
in attack-rate. The observation of a further slight rise in 
attendances at both the General Hospital and the Naval Base 
on Monday, May 20, reinforces this caution. 


At the Naval Base cases were conveniently divisible 
into those among workers and those among dependants. 
The outbreak in dependants was later than that in 
workers. The interval between the median case in 
workers and that in dependants was three days. Cases 
from General Hospital attendances are not exactly 
divisible in this way ; but they may be divided into those 
in adult males and those in women and children. The 
interval between median cases in these two groups was 
two days. In both the Naval Base and the General 
Hospital data the ‘‘ dependant ” groups show a shift in 
distribution towards the later periods when compared 
with the ‘‘ worker” groups (table m1). The shift is 
statistically highly significant for both sets of data. In 
view of the usually accepted incubation-period for 
influenza of twenty-four to forty-eight hours, the above 
data are consistent with the view that in 
this outbreak primary spread was largely 





by 93 patients and muscular pains by 55. In patients with 
sore t t, the pharynx usually displayed generalised 
inflammation. 
Oomplications 
Complications were recorded in 39 out of the 298 admitted 
1100 
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Daily distribution of new cases at Singapore General Hospital, outpatients department 


(month of May). 
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at place of work, and that families of 
| workers were infected secondarily mainly 
by introduction of infection into the 
family by the worker. 

It is thus of interest to inquire whether 
differences in the intimacy of contact 
between members of work units and 
between members of a family are reflected 
in the attack-rates for workers and those 
for dependants. 


In the Naval Base, overall attack-rates in 
work departments and among dependants 
were about 28% for workers and 10% for 
dependants. But these rates cannot be 
accepted unreservedly. Whereas workers who 
wish to be absent from work for reasons of 
sickness are required to attend at the surgery, 
dependants are under no such obligation. Of 
the 890 cases among dependants, 833 were 
among Asian dependants. Explanation of the 
differences in attack-rates between workers 
and dependants must take into account 
differences in status between adult males and 
women and children which influence atten- 
dance at surgery. Many Asian women are 
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TABLE III—DISTRIBUTION OF CASES DURING MAY 


























Naval Base perenne _yone 
Date | 1-10 11-20 o1-s1..-|.. Waele Date | 1-10 11-20 21-31 —— 
No.| 873 | 1963 |. 324 | 2460 Males No. | 1636 | 1382 $7634 
Workers (aged 15 
% | 3649 | 51-34 | 138-17 100-00 and over) % | 48-20 40-72 11-08 100-00 
No.| 162 | 505 | 191 858 ‘emales No. | 3340 | 3674 1061 8075 
Dependants | | (plus males | 
% | 1888 | 58:86 | 22-26 100-00 aged 0-14 yr.)% | 41°36 | 45°50 | 13-14 100-00 
No.| 1035 | 1768 | 515 3318 No. | 4976 | 5056 | 1437 11,469 
Total Total 
% 3119 | 53-29 | 15-52 | 100-00 % | 43:39 | 44-08 12:53 | 100-00 
x* for 2 degrees of treedom = 96-31 x' tor 2 degrees of freedom ~ = 46-24 
P< 0- 





unwilling to seek medical attention from male doctors, particu- 
larly when these doctors are Europeans. In Europeans the 
attack-rates in workers and dependants were about 6% and 
7% respectively. 

No evidence is provided that differences in intimacy of 
contact are reflected in differences in attack-rates. 

Departments were divided according to whether 
workers in them worked predominantly in or out of 
doors, or partly indoors and partly outdoors (table rv). 
In general this latter category includes those who work 
either in workshops (indoors) or in ships (outdoors). 
It might be expected that indoor workers would show 
the highest attack-rates, but actually they had the 
lowest. Indoors people usually work in closer proximity 
and with longer contact than outdoors; and one can 
scarcely suppose that working indoors enhances resistance 
to influenza. A possible explanation for the lower 
incidence among indoor workers is that they are mainly 
clerical and in general are socio-economically more 
favoured than the outdoor workers, many of whom are 
poorly paid labourers. It was an undocumented impres- 
sion in the city generally that few cases were reported 
from the residential areas where the better-off inhabitants 
live. 

The attack-rate was about 29% for Asian workers and 
6% for Europeans. But before this difference can be 
accepted as corroborating the influence of social circum- 
stances, one must examine the possibility that it was due 
to differences in previous experience of influenza and 
consequently in immunity. Such a hypothesis is not 
immediately attractive, since the virus responsible for 
the Singapore outbreak was soon shown to be a new 
strain, and cross-immunity between influenza strains is 
usually small. The point is dealt with later in the section 
on serology. 

Asian workers are not of course ethnically homogeneous. 

In Singapore the largest group are the Chinese, who comprise 
some 80% of the population. Other Asian groups are Indians 
(who include people whe originate_from the subcontinent of 
India and from Ceylon), and Malaysians (who include people 
originating from Malaya, Indonesia, and British North 


in the Naval Base the proportions differ from those in the 
city. The largest up among Naval Base civilians are 
Indians (4519), followed by Chinese (2465), Malaysians (1543), 
and Eurasians (24). There are 469 European workers, who 
are mainly in relatively senior executive and administrative 
posts. 

Attack-rates varied between the various groups. 
Chinese had a lower attack-rate (21%) than Indians 
(32%) or Malaysians (31%). Since there is strong 
association between ethnic group and choice of occupation, 
we must inquire whether differences in attack-rates 
between departments can be attributed to differences in 
their ethnic-group composition. 

Table tv shows that the difference in attack-rates between 
indoor and outdoor workers is largely eliminated in the 
Chinese group but is still obvious for Indians and Malaysians. 
The number of Eurasians is too small for the differences to be 
important. 

The data can be used to calculate weighted attack-rates 
for the work-unit divisions, eliminating the contribution of 
differences in ethnic-group distribution to the differences in 
attack-rate. Weighted attack-rates were about 21% for 
indoor workers, 32% for intermediate workers, and 27% for 
outdoor workers. The low rate for indoor workers is main- 
tainéd, and therefore cannot be attributable to a predominance 
of ethnic groups with a low attack-rate. 


These results suggest that different ethnic groups experi- 
ence different attack-rates, and that workers from 
different socio-economic classes have different attack- 
rates. 

Part of the ethnic group differences may be attributable 
to differences in the extent to which different ethnic 
groups seek Western medical attention. Traditional 
medicine flourishes more among the Chinese than in 
other groups. But it is difficult to believe that this 
accounts for much of the difference, since absence from 
work without attendance at surgery involves loss of 
earnings. 

A question of some importance is the age-distribution 
of attack-rates. 


Unfortunately it was not possible to obtain a distribution 



























































Borneo). Other ethnic groups are not large in number. But by year of age, either of the cases or of the population at risk. 
TABLE IV—ATTACK-RATES IN ETHNIC GROUPS BY PLACE OF WORK 
Asians | Europeans | Total 
| | fe SSSA, waa 
| | i | | 
| Chinese | Indians Malaysians | Eurasians Total } } 

Fince of sats vt — -- : 7—| No. | No. |Attack| No. | No. Attack 
| No. |Attack| No. |Attack| No. |Attack| No. |Attack| No. | No. |Attack) .™ lle A Eg 
| at | rate | at | rate | at | rate | at | rate | at | of | rate | TK | cases) (%) | risk | cases | (%) 
| isk | (%) risk | (%) | risk | (%) | risk | (%) | risk | cases | (%) 

Indoors | 239 | 18-8 | 949 | 24-7 | 319| 15-7 | 6 | 16-7 | 1513 | 330] 21-8 | 133 5 | 38 | 1646 | 335 20-4 

Thtermediate | 2045 | 22-1 | 2650 | 35:5 | 690 | 34-8 | 15 | 20-0 | 5400 | 1034/| 30-3 | 292 | 23 | 7-9 | 5692 | 1657 | 29-1 

Outdoors .. | 181 | 12-7 | 920 | 30-9 | 534 | 356| 3 | 66-7 | 1638 | 499 | 30:5 | 44 2 | 45 | 1682 | 501 | 29°8 

Total bs 2465 | 21-1 | 4519 | 323 | 1548 | 31-1 | 24 | 25-0 | 8551 | 2463 | 28-8 | 469 | 30 | 6-4 | 9020 | 2493 | 27-6 
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DISTRIBUTION OF ASIANS BY AGE AND PLACE OF 














TABLE V- 
WORK 
a —_— a 
Age 
Place of work . i. —————eed 6 TPebel 
0-19 | 20-29 | 30-39 | 40+ 
gene “Ne. | 4 356 | 618 | 496 | 1513 
Indoors | 
% 2-8 23-5, 408) 32:8; 100 
Baily No. | 249 1608 | 1598 | 1945 5400 
Intermediate | 
% 46 29-3; 296) 36-0) 100 
be No. | 32 396 | 694 | 516 | 1638 
Outdoors } 
% 1-9 242 424) 31:5) 100 
No. | 324 2360 | 2910 | 2957 8551 
Total | 
° 3-8 27-6, 34:0|) 346! 100 


When cases were recorded, we expected to be able to ascertain 
the age-distribution of the population at risk: accordingly, 
cases were recorded as falling in the age-groups 0-20, 21-30, 
31-40, and 41 and over. It later proved possible to obtain 
the age-distribution of the papulation only by the groups 
0-19, 20-39, 30-39, and 40 and over. Hence age-specific 
attack-rates cannot be calculated precisely. If the groupings 
are used to derive approximate attack-rates by age, this will 
tend to exaggerate the rates in the young and underestimate 
them in the old. The middle ranges will probably be affected 
only slightly. However, with these reservations in mind, the 
approximate attack-rates show a striking pattern. 


For patients under 20 the rate was 89% ; for those aged 
20-30 it was 48%; for those aged 30-40 it was 22% ; 
and for the oldest age-group it was 11%. So striking a 
trend is unlikely to be more than to a slight extent due 
to the effect of incomparability of the groupings available. 
It seems certain that the attack-rates declined con- 
sistently with age. 

This finding raises the question of how far the differ- 
ences in attack-rate between indoor and outdoor workers, 
and between different ethnic groups, is attributable to 
differences in the age-distribution of different workers in 
different places of work, and of different ethnic groups. 


The non-comparability of the groupings for cases and for 
the population at risk does not permit the calculation of age- 
standardised attack-rates. But the age-distribution of the 
population at risk does not vary much between the different 
places of work. The small differences in age-distribution are 
in fact in.a direction which would suggest that the differences 
in attack-rates between indoor and outdoor workers have been 
reduced by not taking into account the age-distributions of 
workers in the three groups (table v). 

Similar examination of the distributions by age and ethnic 
groups (table vi) suggests that the low attack-rate among 
TABLE VI—DISTRIBUTION OF WORKING POPULATION BY AGE 
AND ETHNIC GROUP 




















Age 
Total 
| 
0-19 20-29 30-39 40+ 
No. 154 710 658 943 2465 
Chinese 
% 6-2 28-8 26-7 38-3 100 
No. 104 1120 1591 1704 4519 
Indian 

% 2-3 24-8 35-2 37-7 100 
No. 63 525 657 298 1543 

Malaysian 
° 41 34-0 42-6 19-3 100 
No. 3 5 4 12 24 

Eurasian 
% 12°5 20-8 16-7 50.0 100 
No. 7 48 204 210 469 

European 
% 1-5 10-2 | 43-5 44°83 100 
No. 331 2408 | 3114 3167 9020 

Total | a 

% 3-7 26-7 | 34-5 351° 100 


Chinese, as compared with other Asian groups, cannot be 
attributed to differences in age-distribution. In fact, when 
Chinese and Indians are compared it is evident that if the 
rates were standardisable for age the difference would be 
accentuated. But Asians as a group are considerably younger 
than the Europeans. Small numbers in the younger age-groups 
among Europeans, and the non-comparability of age-grouping 
of cases and population, make it undesirable to attempt to 
eliminate age-distribution differences by standardisation ; 
but comparison of approximate attack-rates between Asians 
and Europeans for the older age-groups (table vit) shows that 
the difference is considerable, and that Asians in these age- 
groups experience much higher attack-rates. It is unlikely 
therefore that the overall difference in attack-rates between 
Asians and Europeans is largely attributable to the difference 
in age-distribution. 

The decline in attack-rates with age suggests differ- 
ences between different age-groups either in exposure 
risk or in immunity. Similar trends in attack-rates are 
usually explicable in terms of the acquisition by the 
older groups of some specific immunity. 


Serological Findings 


In view of the finding that attack-ratés vary with 
ethnic group (particularly between Asians and Europeans) 
and to some extent with socio-economic circumstances, 
the question arises whether the variation is attributable 
to differences in immunity status. This question is of 
even greater interest because the virus responsible for the 
Singapore outbreak was of a previously unknown strain. 
Investigation 

Sera.—Paired sera were obtained from 46 male Asian 
patients, clinically diagnosed as having influenza. After the 


TABLE VII—ATTACK-RATES IN OLDER AGE-GROUP BY ETHNIC 














GROUP 
Patients Population at | Approximate 
a8 aged 31 risk aged 30 | attack-rate 
and over and over 6; x 100) 
(a) (b) b 
Asians 1017 5867 17-73% 
Europeans na 20 414 4:3 % 
| 








outbreak was over, single specimens were obtained from 47 
Asian patients not clinically diagnosed as having influenza. 
In addition, 56 sera were obtained from European volunteers. 
All sera were stored at —20°C until used. 

Treatment.—Non-specific inhibitors were removed from 
sera by treatment of 0-5 ml. of serum with 1-0 ml. of 0-015 M 
potassium metaperiodate (KIO,). After overnight cold 
storage of the serum, 1 ml. of glycerol was added. The con- 
centration of iodate required was determined by trial on 
normal rabbit serum. 

Virus.—The strain used was isolated during the present 
outbreak elsewhere in Singapore. This strain, similar to that 
recovered from a case in the Naval Base, has been designated 
A/Singapore/1/1957 by the World Influenza Centre. In this 
paper we shall call it Singapore virus. 

FrM-l, PRS, ws, and LEE strains were kindly provided by 
Dr. Alick Isaacs of the World Influenza Centre. 

Allantoie fluids of eggs infected with these viruses were 
stored at —20°C until used. Hemagglutinin titres have been 
maintained for over a month. 

Cells.—Fowl red cells were stored in Alsever’s solution. 
Before use cells were washed three times in saline and then 
made up in 0-1% suspension. A densitometer was used for 
standardisation. 

Hemagglutination inhibition tests.—The pattern test was 
used. To 0-25 ml. of diluted serum was added 0-25 ml. of 
virus, containing five agglutinating doses. To this was added 
0-25 ml. of fowl-cell suspension. A serum was regarded as 
positive if there was more than 50% of inhibition at a dilution 
of 1/10. 

With each batch of sera tested, controls of normal rabbit 
sera were included to verify that all non-specific inhibitors 
had been removed by the iodate treatment. Known positive 


sera included showed that titres were reproducible within a 
factor of two. 
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TABLE VIII—-RESULTS OF H.A.I. TESTS ON ASIAN AND 
EUROPEAN SERA 


| Virus inhibited 
| | (nos. of positive sera) 





























at bites 4: Wii Mia an ae ee et 
hagrmaeed bacsagays eee | 
| | “‘|\FM-1/ PR8| ws | LEE 
| Bon Meer et 
via. Asians admit- 15-19 6 | 5 | 5 | 3 | 4 | 1 
ted to hospital on | 20-24) 7 c S0P Sie s 
account of influ- | 25-29; 13 | 7 13 | 10 9 6 
enza | 30-34, 6 3 | 6} 6 4 5 
| 35-39| 8 6 | 6/} 6] 8] 6 
}40— | 6 3 {5} 4] 6] 4 
} 
| Total] 46 | 31 | 42 | 35 | 34 | 25 
viib. Asiansasymp- |20-24, 4 1 | 4 | 3 /|1 | 2 
tomatic during | 25-29 5 ee ee SS 2 
outbreak | 30-84 ei ae Be Ge RS 
35-39| 10 re ek aw a 
| 40—44 | PR a Med, Me oe 
45-49} 11] 1 | 5/1 9 | 7 7 
|50-| 6 o}4)]5/3]1 
| Total} 47 6 | 34 | 41 | 31 | 26 
vie. Europeans /15-19/ 10 | 0 | 6 | 9 | 2 | 3 
20-24 | 98> f 2b Bh |e 7 
35-29 10 | 3 | 7/6/17] 5 
30-34; 4) 1/2] 4/3] 2 
[3-36] 6 | 3 | 3] 2/5] 5 
}4o-/] 4] O ] 2] 2] 1a] 
} 
/Total) 56 | 8 | 35 | 37 | 24 | 23 
| } | 





Results 

In the first group all but two of the acute sera did not 
inhibit the Singapore strain (table vii); therefore the 
positives recorded in table vitia under “ Singapore’’ were 
found almost exclusively in the convalescent sera. On the 
other hand, all but two pairs of sera showed no significant rise 
for any of the other viruses, and the positives recorded in the 
other columns in vitia indicate titres in acute and con- 
valescent sera differing by less than fourfold. One pair of 
sera showed significant rise (1/10 to 1/60) for ws strain, and 
another (1/10 to 1/80) for Lzx strain. It is not known whether 
these rises were due to experimental errors or indicated 
infection by these viruses during the outbreak. 


The surprising discovery was the widespread distribu- 
tion of inhibitors to viruses other than the Singapore 
virus. At the beginning of the work it was not known 
that Singapore virus was of a radically new A antigenic 
type; but, even when this was known, it was thought 
possible that lower attack-rates reported in Europeans 
might be due to some cross-immunity from other 
influenza viruses with which they had had contact in 
Europe. 

There had been no notable outbreak of influenza in 
Singapore since the end of the war, and the widespread 
distribution of inhibitors to rm-1, as well as to PR8, ws, 
and LEE, indicates that influenza viruses had been 
circulating quite freely in Singapore without producing 
a recognisable outbreak. The lower attack-rate in the 
Europeans was not due to any acquired immunity 
detectable by hzemagglutination inhibition tests. 

Asians, whether clinically attacked in the present out- 
break or not, had a significantly higher proportion of 
positive reactions to FrM-1, PR8, Ws, and LEE viruses 
than Europeans (table tx). Asian and European sera 


TABLE IX—-COMPARISON OF RESULTS AGAINST 4 VIRUSES 

















¥FM-l PRS ws LEE 
din aie aiken 
| | %| %) | |al | | % 
—| +1|pos-| — | +| pos-| — | + pos-| — | + | pos- 
| jitive, | itive itive itive 
Asians (93) 17 | 76 | 81-7| 17/76 81-7) 28/65 | 70 | 42| 51/ 54-8 











Europeans (56) 21 | 35 | 62-5) 19 | 37 66-1) 32 24| 42-9 33 | 23 | 41-1 





x* for 1 degree 
of freedom . . 6-79 | 467 | 10-61 2-65 
oe v« 0-01 | 0-05 | 0-01 | 
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tested may be regarded as fair samples of the population ; 
for the method of sampling is independent of their 
history of previous contact with these viruses. 

We may regard a person whose serum inhibits several 
viruses as having had more contact with influenza viruses 
in the past than a person whose serum inhibits fewer 
viruses. The European sera reacted with relatively 
fewer viruses than the Asian sera (table x). The inference 
is that the Asian population has had in the past more 
contact with rmM-1, PR8, Ws, and LEE viruses. 

This difference is more striking when the results of 
tests on 93 Asian sera are classified according to whether 
or not they inhibited the Singapore virus (table x). 
Analysis of the distribution of sera inhibiting none, one, 
two, or three viruses, other than Singapore virus, showed 
no significant difference between the two groups. 


Discussion 


The results indicate that previous experience of 
influenza virus conferred no protection against an attack 
by the Singapore virus. The lack of cross-protection 
conforms with the general behaviour of antigenic 
variants of influenza viruses. 

The low attack-rate reported in Europeans cannot be 
explained on immunological grounds, but the data yield 
a further inference. The higher attack-rate in the Asian 
population is associated with a higher rate of inhibitors 
in the serum samples. This suggests that the persons 
attacked are from a population which has been exposed 
freely to influenza viruses in the past. Factors which 
promoted free contact with influenza viruses in the past 
may have operated the same way in the recent outbreak 
and resulted in a higher attack-rate in the Asian than in 
the European population. Although, in the Naval Base, 
Asians and Europeans work side by side, allowing ample 


TABLE X—COMPARISON OF SERA INHIBITING NONE, lI, 2, 3, oR 
ALL OF FM-1, PR8, WS, AND LEE VIRUSES 











No. of viruses | 
inhibited 0 1 2 3 4 Significance 
56 European sera .»| 8 11 13 14 10. x* for 4 degrees of 
| om = 12-05 
93 Asian sera oe 8 18 36 29 0-02 >Pp >0-01 
| 0 4 6 16 
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contact and opportunities for infection to spread, such 
cantact was apparently insufficient to infect many 
Europeans. 

Another interesting fact is that though there has been 
no outbreak of influenza in Singapore in the past twelve 
years, the Asian population has been exposed to influenza 
viruses so often that, for example, 76 out of 93 sera 
inhibited rm-1 virus. In the adjoining Federation of 
Malaya, both A-prime strains and B strains have been 
isolated from sporadic outbreaks in recent years.! The 
virulence and communicability of influenza viruses have 
been so low that their presence did not affect the normal 
life of the community. The Singapore strain, however, is 
so exceptionally infectious that it spreads m an epidemic 
fashion. 

Whereas it seems that communicability of the virus 
involved in this outbreak is high, wide differences in 
attack-rate were found in different groups. Since it 
seems that these differences are not attributable to 
differences in previously acquired immunity, we are left 
with the hypothesis that susceptibility to infection differs 
between different groups and has a basis other than 
acquired serological immunity. Ethnic-group differences 
are complex in that they include genetic, social, cultural, 
1. Gordon Smith, C. E., Turner, L. H., Helliwell, C. J. V. Brit. 

med. J. 1957, i, 1412. 
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occupational, and dietary differences. Differences in 
attack-rates within ethnic groups according to occupa- 
tional divisions, and within occupational divisions 
according to ethnic group, suggest that more than one fac- 
tor is involved in the differences in susceptibility. There 
seems little doubt that among these factors the general 
level of socio-economic living standards plays an impor- 
tant réle. Whether this is mediated by nutritional state, 
by hygiene, or by some general constitutional factor we 
cannot yet determine. 


The demonstration of a decline in attack-rate with age 
requires comment. Such trends are often explicable in 
terms of specific immunity, but in this case the serological 
evidence does not accord with such an explanation. The 
fact that the outbreak was demonstrably attributable to 
a previously unknown virus also militates against the 
view that specific immunity played a part in determining 
differences in attack-rates. Cross-immunity between 
antigenic variants of influenza virus is unusual ; yet it is 
difficult to imagine that so striking an age-trend is socio- 
economic in origin. It will be interesting to observe 
whether the age-trends in attack-rates found in the 
present study are repeated elsewhere. 


Summary 

An investigation is reported into the outbreak of 
influenza in Singapore during May. Attention is mainly 
confined to data from cases in the Singapore Naval 
Base. 

298 patients were admitted to hospital. The mean 
duration of hospital stay was 5-3+0-24 days. The 
duration of pyrexia in these cases was 2-4 + 0-87 days, and 
the mean highest temperature recorded was 103-1°F. 
Every patient admitted had pyrexia. Apart from this 
the commonest symptoms were headache (193 cases), 
sore throat (135), and cough (93). 

Complications were recorded in 39 cases (13%). These 
were seen chiefly in the old and in young children. 
Bronchitis (17 cases) and pneumonia (15 cases) were the 
more important complications. 


Intervals between the medians of the daily distributions 
of cases among workers and dependants respectively 
suggested that the disease spread differently in the two 
Clerical indoor workers had the lowest attack- 


groups. 
rates. Together with the low attack-rates in the com- 
paratively well-to-do Europeans, this suggests the 


importance of socio-economic factors in susceptibility 
to attack. 


Serological studies on influenza patients as well as 
on those with other complaints showed that patients 
having influenza due to Singapore strain had had a 
greater exposure to other viruses in the past. Thus 
previous immunity does not explain differences in 
attack-rates. 

We are indebted to the medical, nursing, dispensary, and 
clerical staff of the Naval Medical Officer of Health for 
coéperation in recording data. In particular we are indebted 
to Wardmaster Sub-Lieutenant O. A. Saunders, R.N., for much 
of the work of compiling data. Assistance in extracting data 
from hospital records was given by George Chia and Pedro 
Gasper. 

We are also indebted to the Medical Director-General of the 
Royal Navy for permission to publish data from the Singapore 
Naval Base. 


The Accident at Windscale 


Last week something happened in one of the nuclear 
reactors at the Atomic Energy Authority’s plutonium 
factory at Windscale in Cumberland. The uranium in 
the reactor overheated and emergency measures had to 
be taken to cool it down. The situation was soon under 
control and first reports suggested that the~rhishap had 
not released any tote. 2 quantity of radioactive 
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material over the surrounding countryside. On Saturday, 
however, samples of milk from cattle grazing on neigh- 
bouring farms were found to be contaminated with '™I 
to six times the level laid down as permissible for long- 
continued fluid intake in persons occupationally exposed. 
The contaminating iodine has a half-life of eight days; so 
it was expected that the pollution of grass and therefore 
of milk would fall away rapidly in a few weeks. The 
consumption of milk contaminated to this extent was 
held to harmless to adults unless continued for a long 
time. 

But there was less certainty about the effect on 
children, whose milk consumption relative to body- 
weight is much greater, and as a temporary precaution 
the distribution of milk from farms in a coastal strip 
around Windscale, 7 miles long and 2 miles wide, was 
stopped. Farmers are to be fully compensated for the 
losses they sustain. 


On Monday it became nec to extend the area 
to 200 square miles: around Windscale. The Atomic 
Energy Authority stated that this ‘‘ further precautionary 
measure ’’ was taken because ‘‘ the measured level of 
radioactivity in milk samples, taken on a gradually 
increasing survey, has not fallen off as rapidly as was 
anticipated.’”’! The area in which milk distribution has 
now been stopped extends eastward from Windscale to 
the foot of Wast Water, south-east to Torver, south to 
Greenodd, round Barrow and Millom, and back up the 
coast. There are about 500 farms in this area, but many of 
them are not commercial milk producers. Milk at present 
stored in churns on the farms is to be drained into the sea 
at the Milk Marketing Board’s depot at Egremont, near 
Windscale. 

The cause of this disturbing incident has not been made 
known ; indeed, it may not yet have been determined. 
An inquiry into the circumstances is being held and 
nothing more will be said until it has been completed. 
The reactor was shut down at the time, so the episode was 
not caused by the reaction getting out of hand. The plant 
concerned was air-cooled, and the accident, it has been said, 
could have happened only in such a system. Filters trap 
only the particulate matter discharged up the plant’s 
chimney, and the volatility of iodine would account for 
its escape past the filters. The announcement on Monday 
of the extension of the area of the milk ban suggests, 
however, that other contaminants of longer half-life, such 
as °°St, may also have escaped. Measurements taken later 
this week should give a clearer picture of what is hap- 
pening. 

Influenza 


In several Asian countries no cases of influenza are now 
being reported, and in Australia the incidence is decreas- 
ing; but the disease is appearing in Papua and New 
Guinea, which were previously free. In Europe and North 
and Central America the spread continues. In E nd, 
Wales, and Scotland the only regions where National Insur- 
ance claims have fallen are the East and West Ridings of 
Yorkshire ; the national total rose to 540,896 in the week 
ended Oct. 1, compared with 408,379 the week before. 
In the 160 great towns of England and Wales, in the week 
ended Oct. 5 there were 442 deaths from influenza and 
491 from pneumonia (the corresponding in the 
previous week were 282 and 418). 123 of the influenza 
deaths were of persons aged under 45. Of the children 
in London. County Council schools, a quarter were absent 
at the beginning of the week. 

In some countries (e.g., the Philippines) the death-rate 
has been high, chiefly use of complicating bacterial 
pneumonia. In its antigenic pattern the virus (A/Asia/57) 
is the most aberrant type reported since the discovery of 
the influenza virus in 1933. For this reason populations 
have little resistance, and the disease spreads rapidly. 
In Holland, the United States, and Australia antibodies 
to the “‘ new ”’ virus have been found in persons aged 70 
or more; the present pandemic may be related to that 


of 1889. Vaccines prepared from the virus stimulate 
little antibody; at least after a single dose. Experiments 
are in progress to prepare an attenuated live-virus 
vaccine ; in the Soviet Union virus, after through 


egg, tissue-culture, and egg, has been sprayed into the 





1. Times, Oct. 15. 
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nose. This method of immunisation may cause a 
attack of influenza, and its efficacy, according to W.H. 
is questionable. 


mild 
O.,} 


Poliomyelitis 


Notifications of poliomyelitis in the week ended Oct. 5 
totalled 116 (124), comprising 87 (87) paralytic and 29 
{37) non- paralytic (previous week’s figures in parentheses). 

The median total for the corresponding week in the years 
1948-56 was 155. The total number of cases up to the end 
of the fortieth week was 4655—the third highest total 
in 1948-57. 


Negotiations for the purchase of Canadian Salk vaccine 
are complete, and a batch for testing has already arrived. 
Negotiations with an American firm continue. 


According to the Ministry of Health, enough vaccine 
will be purchased for vaccination to be offered to all 
children under 15 and to all expectant mothers. It 
is expected that safety-testi will not be complete 
until the end of the year, and vaccinations will ve 
to be concentrated into the first six months of next 
year. 
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TOWARDS A PHILOSOPHY OF SOCIAL 
CARE 


Fiora Beck 
A.M.I.A. 


OvER the past fifty years or so the basis of social work 
has changed. Needs and knowledge have altered, though 
public opinion has been left to follow at a limping rate. 
At the turn of the century few women elected to become 
social workers, but those who did were firm in their 
convictions and they left others in no doubt of what 
they were about. Today the number of social workers 
is much greater, but the definition of social work varies 
from one speaker to the next, while the public remains 
vague and sometimes uneasy about what social workers 
do. 

* * * 


A principle which must underlie all effective social care 
is that each separate individual is unique, and uniquely 
matters. There is no reason to pretend that all men 
are equal; and few would seriously wish that the man- 
sions of the spirit should be built out of a dull conformity 
of barrack brick. What is needful is to accept as an 
article of faith that every single living person, of what- 
ever age, sex, colour, race, or creed has the right to be 
considered and respected as an individual. 

But respect for life and a warm wish to encourage the 
fullness of life in all its varied forms does in itself impose 
a discipline. Intent concern for the individual means 
that no one individual’s interests can be pushed at the 
expense of all others. The social worker who says, and 
means, that the happiness of one known down-at-heel 
half-caste illegitimate errand-boy is of as much account 
as the happiness of anybody in the land, does not for 
that reason plunge into sentimental feeling and rash 
activity on his behalf. In deciding to what extent the 
boy should be helped, the needs of others and the resources 
available must be taken into account. It is true some- 
times that little can be done. It is intolerable only if 
no-one cares. 

The confidence of society depends on each person in it 
having good reason to believe that some representative of 
authority would personally care what happened if he 
were in danger or distress. The administrator, numbed 
by the sheer mass of a national problem, may easily lose 
sight of this. On one hand the demand of needs, needs, 


‘1, Press release W.H.O./50, Sept. 27, 1957. 








needs, needs is as deafening as the cry of a million wide- 
beaked starlings in the nest. On the other there is the 
sight of ever dwindling resources. He feels he should 
say No. He knows the clamour will rise to crescendo if he 
does. He grows weary and disillusioned, feels that too 
much is asked, too much taken for granted, even at last 
that it was wrong to have begun to give at all. Perhaps 
it was, if the wrong thing were given first; but like as 
not it was not so much what was given as the manner 
of giving that was wrong. 


- * * 


It is reasonable to claim that the Welfare State is 
one of the most worthwhile social experiments of the 
century. It would certainly be wrong to denigrate or to 
deny the solid benefits which it has brought. It would be 
equally wrong to pretend that it is faultless, or that it 
has worked out entirely as was expected. A centenarian 
looking at the country now might say that people are 


' better off than they have ever beew before and further 


still from being satisfied. This seeming paradox is 
baffling to those who tend to look at sadih-oe problems in the 
mass. Looked at more closely it is understandable. 
The Welfare State has made a helpful attempt to cure 
what had been a seriously sick society. On its own large 
scale it has discovered one of the pitfalls that individual 
social work, after long years of trial and much error, is 
learning to avoid. 

When members of the community are found to be in 
dire straits, the obvious solution seems to be to give 
them the material help they need. This is the easiest, 
quickest, and most comforting action for the giver. 
Sensitive people who have enjoyed the security of good 
income, good housing, and good opportunities in life 
must feel troubled by close contact with others who 
lack these things. Conscience whispers:, who are you 
and what have you done to deserve to be so much better 
off than they are? Uneasy self finds quick relief in 

giving. In casting out an excess balance of material 
goods, the load of guilt is lessened too. All this is natural, 
and there is nothing wrong with it except if it should 
happen blindly and so defeat its good intent. 

A healthy-minded person, well equipped with pro- 
visions, who finds a destitute child will feel a natural 
desire to give it food. But if he is experienced and 
humane, concern for the child’s needs will curb and direct 
the desire to help. To give food too quickly to a hungry 
child and then to spurn it as an unpleasing brat because 
it is sick all over you reflects more discredit on the giver 
than on the child. Where adults have been reduced to 
helpless dependence this applies no less. To overfeed a 
starving man and then, when he gets ill,-to say that it 
proves that he did not need food, betrays ignorance of 
physiology. 

Social disorders are not cured overnight by handing out 
dollops of prosperity. Their long-term results need 
careful treatment based on close study and an unafraid 
concern. At the individual level, experience in social 
casework has taught that to give material help to a 
family in serious need may, by itself, do more harm than 
good. Before attempting to give long-term treatment it is 
important to find out how and why the situation arose 
and also to discover what harm it has already done to the 
feelings and initiative of the persons concerned. To 
shower goods before fanning back the sparks of social 
life may be like emptying a bucket of coals on to a dying 
fire and then wondering why it goes out. A good deal is 
already known about the theory and practice of treating 
individual social breakdowns, and it is important that this 
knowledge should be made more freely available, since it 
has close relevance to wider issues. The scale of present- 
day social and industrial organisation makes it more, 
not less, important to understand the reactions of 
individual human beings. 
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It is often necessary to legislate for or to negotiate with 
a group; but that group is less than the sum of its 
individual members. The feeling that holds it together 
as an entity cannot match the intensity and volume of 
feeling that could be released within one member of it 
by a stimulus that reached the central core of his most 
personal emotions. A reaction of this kind in one 
individual may set off similar reactions in others around 
him, and when this happens strong and sometimes 
violently irrational group-reactions take place. When a 
large proportion of individuals in any group or class 
lack the feeling that they belong to or matter to the 
society in which they live, hostile and destructive 
explosions of feeling are likely to occur. Among such 
sections of a population it becomes progressively more 
difficult to evoke any positive contribution to social life, 
and creative activity drops to a low ebb. An improve- 
ment in material standards of living may lessen the risk 
of explosion without curing the social disorder. Money 


then becomes a magor drug of addiction and happiness is - 


hard to find. 
- * ~ 

It is often easier to see the road ahead if we look back 
along the way we have come. The depression between 
the two great wars nurtured the ideas out of which our 
social legislation has grown. That depression was in itself 
a large-scale example of an economic disorder that had 
been endemic in this and other countries since the begin- 
ning of the industrial revolution. The social ills it worsened 
had been known for centuries. Its size and severity was 
such, however, that it produced a kind of social damage 
that is like lowered vitality after a long illness. An 
obvious catastrophe would have done less harm. If a tidal 
wave had engulfed a large part of the country, the rest 
of the population would have been instantly concerned, 
active, and eager to help survivors. The shock of the 
disaster would have been offset for many by the warm 
glow of discovering that they belonged to a human and 
humane community. 

Economic depression made less obvious but no less 
serious inroads, affecting first the levels of society where 
social conditions were already poor, and spreading to 
include large areas of the country where life became 
stagnant and an embittered apathy did more harm than 
physical deprivations by themselves could ever have done. 
There seemed no end to it, and it was useless to hope 
that anything would ever be done when no-one cared. 
That was how it looked from within. In fact some people 
did care deeply, but not enough of them to provoke a 
healthy, nation-wide response. Many people had no idea 
what life in the so-called distressed areas was like, and 
many more tried to shut out the knowledge. Some even 
denied the facts and seized on any excuse, real or 
imagined, to run down “ the unemployed ”’ as a worthless, 
undeserving lot. Conscience was uneasy, and this was a 
natural reaction. It is no use now to blame people for 
what they had at the time neither the strength to accept 
nor the wit to understand. The fact remains that the 
harm done to social confidence and morale during that 
period destroyed much that still remained of an earlier 
and more robust tradition; and the damage has yet to 
be repaired. 

Some of the mistakes made at the time were inevitable. 
Most would have been forgiven, and many hardships 
could have been endured without lasting bitterness if 
it had been made plain by person-to-person contact 
that those in authority knew and cared what the 
unemployed were having to endure. In fact usually the 


reverse happened. Some monetary relief had to be given ; 
the size of the problem and a fear of relief being “ abused ”’ 
influenced the regulations, and these were interpreted 
and applied by clerks and minor bureaucrats who had no 
training and no responsibility for a full programme of 
social care. 


Actions based on fear sometimes cause the 


ills they seek to escape. A tendency to trade on gullible 
givers, to get as much and to do as little as possible, 
is a common symptom among people who have lost or 
never learned the pleasures and satisfaction of becoming 
responsible and valued adult members of the community. 
Nothing is so destructive to the dignity of a man as 
the need to accept money. The miseries of the dole, 
the humiliating way in which the means test was applied 
scarred the self-respect of men who could have had the 
finest influence on their own generation of industrial 
workers and on the next. 


* * * 


The Welfare State legislation was designed to abolish 
these miseries of the past. The Beveridge report, on 
which it was based, was produced at the request of a 
Coalition Government in 1942 at a time when the nation 
had seemingly recovered full vigour and sense of unity. 


‘The perils and challenge of a world at war provided the 


vital stimulus, and people achieved prodigies of self- 
help and mutual support. All, with sad exceptions among 
helpless aged folk, were given a new sense of value. 
There was work and to spare for every ablesbodied person ; 
even the disabled were now worth training. Children, 
though unproductive, were specially precious because 
they symbolised the future we were fighting for. The war 
provided what had been absent during the depression— 
a tangible external foe, a common danger, a comradeship 
in adversity that broke through class barriers, and visible 
proof that authority cared about the sufferings even of 
the poorest. 
*~ * aa 

With peace reaction came. When there was no longer 
an outside enemy, the pressure of old grievances was 
felt again, and the sectional distrust of earlier years 
seeped back. Younger workers were encouraged to 
use the weapon of new bargaining-power, and they have 
freely done so ; sometimes to the chagrin of their elders, 
who see them accept too glibly as a kind of natural bounty 
their new standard of living—careless of those who 
laboured so much harder for much less. Many who 
hoped in their youth that they might live to see this day, 
find themselves in old age as poorly off as they have 
ever been. The young, for all their money, still feel poor. 

There is a tendency to argue that the Welfare State 
has somehow been to blame. The idea behind it had been 
different from what is commonly imagined now. One 
of the chief aims of the social insurance scheme outlined 
in the Beveridge report had been to reduce National 
Assistance to a dwindling minimum. Insurance benefits 
and pensions were meant to guarantee a bare subsistence, 
leaving people free by saving or voluntary insurance 
to raise the level nearer to the standard of living they 
desired. The problems of how to gain popular support for 
this austere concept deserved serious study. It was 
not to be assumed that the thrifty habits of the best 
workers in a more settled age would necessarily be seeded 
into a post-war generation. It was still less likely that 
these personal qualities could be grafted by chance on 
to a Government-sponsored scheme. And yet, fairly 
faced, it was a challenge that the people might have met. 

Insurance cannot secure the barest level of subsistence 
if balance is upset by seesaw rising costs and rising 
wages. The supplementing of insurance benefits by 
National Assistance, with inevitable means test and dead- 
levelling results, has become a matter of routine. Much 
has to be done elsewhere before we can alter that. The 
focus of our economic ills has shifted: poverty has 
become a national rather than a personal disease. The 
main trouble has been an attempt to distribute more 
than the national purse contains. With financial stability 
undermined, workers have become like men trying to 
escape from a quicksand by climbing on to one another’s 
shoulders. 
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In days gone by, many able and educated men con- 
vinced themselves of their right to force the workers’ 
wages down and live in luxury themselves. Now the 
situation has changed, we need feel no surprise if men 
with less education and experience show the same kind 
of human weakness. 

We have had the good fortune to achieve a major 
social revolution without bloodshed. There are tre- 
mendous opportunities ahead which will be lost if we 
become swamped in a tide of disillusion. Once society 
loses confidence in human nature, anxiety infects the old 
and young, augmenting equally the lawless violence of 
youth and the reactionary counter-violence of authority. 
The need now is to provide a peace-time stimulus that 
will evoke qualities of endurance, comradeship, and 
creative effort similar to those that can be released under 
the stress of war. This requires imaginative leadership, 
freely followed. For leadership to be trusted and accepted, 
confidence must be built up. This means the confidence 
of separate individual human beings—people who can 
each believe that the self-discipline and efforts asked 
from them are reasonable, who feel that their own point 
of view is understood and valued, who know and accept 
with pride and tolerance that those in authority are of 
the same imperfect flesh and blood as themselves. Until 
this can be achieved, the positive ideal of a subsistence 
below which no-one need fall gives way to the negative 
limit of a dead level above which no-one may rise. 

* * ” 


Social workers are not directly concerned with political 
leadership, with industrial management, or with any 
form of authority. Their freedom from this responsibility 
is essential to the proper practice of their profession. 
Though they may in varying degrees act as agents of 
authority, they never constitute authority in themselves. 
Their responsibility is to the individual, a person whose 
uniqueness and human value must be respected whether 
he is in conflict with authority or not. This responsibility 
to the individual needs to extend in both directions. 
Constructive care and understanding for the individual 
who finds it hard to accept authority is not a sufficient 
social service unless the same consideration is shown to 
the individual in whom authority is vested. It is hamanly 
no less hard to meet the demands of society at the apex 
of the pyramid, and where the weight of responsibility 
is greatest, the need for understanding and support is 
greater too. A social worker who considered himself 
the champion of the underprivileged would be in danger 
of setting a greater human value on, say, a victim of 
National Assistance Board entanglement than on the 
official who misapplied the Act or the Minister responsible 
for that Department. But the official and the Minister 
have an equal right to be considered as human beings, 
and righting a wrong is not an act in their despite, but 
an action that is in the interests of all concerned. It 
is to the harm and discredit of the official that he should 
lack, or be thought to lack, a sense of justice or humanity ; 
it is to the harm and discredit of the Minister that real 
or seeming injustice should be done in his name. The 
picture may look different from the other side, and it is 
in two-way interpretation, back and forth, that social 
workers have a special part to play in promoting the 
confidence on which democracy depends. The social 
worker has opportunity to study the difficulties of 
individuals in relation to authority and to know: what 
approach is most likely to evoke spontaneous self-help, 
cooperation, and acceptance of hard realities. While 


feeding the essentials of this back to the powers that be, 
he can also gain enough knowledge of their point of 
view to interpret to the public the practical and the 
human difficulties that beset authority. 

A State which aims to have free, live, and individual 
citizens and to care for them in distress need not be a 
bureaucracy : indeed, it defeats its own end in so far as 


it becomes one. Who ever felt warm personal feeling for 
a penny-in-the-slot machine? So long as it works, 
people take it for granted ; and when it gets out of order 
they shake it or hit it or just walk away. People get 
to feel like that about the Welfare State when it is not 
recognisably human in its impact. It does not have to 
be perfect, but it must be alive and it must care—other- 
wise its beneficiaries will take out of it as much as possible 
and give back less than nothing in return. The attitude 
and outlook of the people who administer the public 
services, their respect and understanding of the views 
and feelings of those they serve, the respect they com- 
mand by their own quality as human beings, is of 
immense importance to our whole economy. If they 
have such stature in themselves that they can afford 
to treat their humblest client as an equal, the pride and 
affection of the people will be roused to do them credit. 

Relief and prevention of distress, whether of mind, 
body, or estate, is a part and not the whole of social care. 
The knowledge and skills of social work should never 
be used as a tool for adjusting people to a dull conformity. 
The greater the skills available, the more sure must we 
be of our intent. Our aim should be to achieve fullness 
of living for every person, with flexibility great enough 
to cover occasional extreme eccentricity of individual 
choice, with opportunities to develop loyalty, and with 
a will to tolerate such restrictions as are needful to 
society as a whole. The State exists to preserve life for 
the people, not to drain life from them. 





Symposia 


EVALUATION OF DRUG TOXICITY 


A syYMPOSIUM, sponsored by the Pharmaceuticals 
Division of Imperial Chemical Industries, Ltd., was held 
at the new research laboratories of the division at Alderley 
Park, Cheshire, on Oct. 3 and 4. 


é Toxicity in Clinical Practice 


Prof. E. J. WAYNE (Glasgow) said that a large enough 
dose of almost any drug would cause untoward effects, 
related either to its main action or to its side-effects. The 
therapeutic index was some guide to these hazards but 
was not easy to arrive at in man. The estimated figures 
of 15 for morphine, 20 for the barbiturates, and 100 for 
atropine indicated only the greater margin of safety with 
the last of these. The commonest toxic effects in man 
arose from exaggeration of unwanted side-effects (e.g., 
drowsiness with anti-histamines). These could often be 
counteracted by a second drug given at the same time, 
but a better course was to attempt to synthesise new or 
related compounds relatively free from undesired side- 
effects. In this way substitutes for atropine had been 
found with improved properties, but the best of these 
was still far short of the ideal. 

Less common but more serious were those toxic reac- 
tions involving an abnormal and often allergic response. 
Skin, bone-marrow, and liver were mainly affected, but 
asthma or acute allergic shock might oceur. The tendency 
of a drug to cause sensitisation phenomena was largely 
unpredictable, but certain. chemical groupings (e.g., the 
*‘ benzamine ”’ and quinonediimine structures) were often 
involved. The incidence of such reactions was difficult to 
estimate even with in common use. Phenylethyl- 
hydantoin (‘ Nirvanol ’), formerly used for chorea, pro- 
duced signs of sensitisation in over 90% of patients ; 
with chloramphenicol the incidence of blood dyscrasias 
was estimated at between 1 in 10,000 and 1 in 100,000. 
The risk had to be balanced against the patient’s need. 
Only clinical experience with a drug could reveal these 
dangers—and then only when it had been in use for some 
time. 
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Differential Toxicity 


Dr. E. Weston Hurst (Alderley Park) reviewed the 
differential toxicity of certain drugs for male and female 
animals—a matter of some moment to those engaged in 
toxicity tests of new therapeutic agents. The differential 
might be small, as with novarsenobenzene, to which the 
female mouse was only 10% more susceptible than the 
male; but chloroform, which was safe as a general 
anzsthetic for female mice, caused fatal renal necrosis in 
minute concentrations in male mice of certain strains. 
Either of the sexes might be the more susceptible, even 
within a group of closely related compounds, and com- 
monly a differential had been observed in only one species. 
Generally speaking it developed only with sexual maturity, 
and in most adequately studied examples was under hor- 
monal control. Gonadectomy might abolish it, while the 
administration of sex hormones to intact or gonadec- 
tomised animals tended to direct the recipient towards 
the state of resistance or susceptibility associated with 
the hormonal status simulated. The precise mechanisms 
mediating these sexual differences had seldom been 
approximately defined ; but certainly in some instances 
the metabolism of a drug, under hormonal control, to 
products differing from it in ‘toxicity was involved. 
Dr. Hurst described two instances, under investigation in 
his laboratory, of the influence of sex on therapeutic 
action. The first concerned the prophylactic treatment of 
equine encephalomyelitis in the mouse with mepacrine, 
the second the effect of streptomycin on a streptococcal 
infection in mice. In neither was the difference in response 
between the sexes accounted for by a difference in sus- 
ceptibility to the infection. 


The Histopathologist’s Role 


Dr. G. E. Pacer (Alderley Park) emphasised that 
experiments for pathological evaluation must be planned 
with this end in view from the start. The levels of dosage 
of a compound given should include the maximum tol- 
erated, dosing should continue for six to eight weeks, and 
untreated controls should always be run. At necropsy an 
adequate range of tissues should be taken, immediately 
fixed, and processed critically, routine methods being 
freely supplemented by modern histochemical and bio- 
physical techniques. Toxic effects causing peculiar con- 
cern were those on the gonads and carcinogenic effects, 
and steps should be taken to ensure their detection. For 
carcinogenicity this would entail special long-term tests. 

Since the effects of a substance in man could never be 
predicted certainly from the results in other species, the 
‘least favoured species” policy should be adopted in 
making the extrapolation. Consideration should also be 
given to the seriousness of the lesions seen in the labora- 
tory animal, with reference to their reversibility in man 
and ease of clinical detection. This approach might result 
in the rejection of compounds which would prove per- 
fectly innocuous in man were they tried, but in the 
absence of certainty some risks ought not to be taken. 


General Principles of Assessment 


Dr. J. T. Lircurietp (New York) said that, for the 
evaluation of desirable and undesirable properties in 
chemical substances, efficient procedures could be designed 
if we assumed all substances to possess in some degree 
the property of concern to us, and proceeded stepwise in 
terms of a definition of the extent of our concern. In 
screening large numbers of essentially unselected com- 
pounds for some desirable property, “ interesting ”’ 


activity might be defined as that exceeding some pre- 
determined value greater than the effect of physiological 
saline. We could then design a test to sort all substances 
into the classes ‘‘ interesting ’’ or ‘‘ not interesting’. The 
resulting test would be qualitative, but by the use of 
exact statistical procedures could be designed s0.as to be 
of the greatest economy for the degree of interest and 


likelihood of error in decisions specified. The next step 
was to determine “ how interesting ’’, and for this a study 
of dose-effect relationships and comparison with known 
standards was required. 

Applied to the evaluation of an undesirable property 
in a drug these principles again involved the definition, 
in relation to a well-defined standard, of a value at which 
activity became “ interesting ’’. For carcinogenic action 
this might be defined as activity substantially greater 
than that of food alone which, on good evidence, behaved 
experimentally as if it were a carcinogen. This approach 
would avoid fruitless efforts to prove the complete 
absence of carcinogenic activity. 


Inter-species Differences 


Dr. J. M. Barnes (Carshalton) referred to differences 
between species in their response to the administration 
of certain chemicals and the possibility of unexpected 
toxicity appearing when a new drug was first given to 
man. Partial solution of the latter difficulty lay in 
extending tests to a wider variety of species ; but fuller 
understanding of these differences would come only with 
fuller knowledge of comparative physiolegy and bio- 
chemistry. Selective toxicity, he thought, must be closely 
linked with metabolism. A drug might be metabolised 
to a different extent in different species to products more 
or less toxic than itself. Mammalian liver-cells contained 
a system, studied extensively by Brodie, which was 
remarkably versatile in effecting various metabolic 
transformations in chemicals foreign to the body. The 
livers of various species differed in this capacity ; that 
of human liver cells had still to be explored. The capacity 
of other tissues, especially kidney and brain, to cope with 
foreign chemicals that reached them should be investi- 
gated along similar lines. In intact animals early warning 
of toxic action on the brain was sometimes given by 
minor behavioural changes detectable only by close 
observation. 

Determinations of the L.D.59, though useful, required 
uniformity in the test animals. Perhaps laboratory stocks 
of rats and mice had become too uniform for,the detec- 
tion of idiosyncratic reactions, even if very large numbers 


-were used. Perhaps the best safeguard against unexpected 


reactions of this type lay in fundamental study of such 
examples as were known to occur. 


Allergic Reactions 


Mr. G. E. Davies (Alderley Park), discussing allergic 
reactions as hazards in the use of new drugs, classified 
these as immediate (such as urticaria), delayed (such as 
contact dermatitis), and blood dyscrasias. The ultimate 
solution of this problem depended on developments in 
the production with small molecules of allergies in ani- 
mals. This had been achieved only, as in the classical 
studies of Landsteiner and his associates, with. reactive 
chemicals, and thanks to those researches the main steps 
in the development of contact dermatitis now seemed 
clear. The chemical penetrated into cells and there con- 
jugated with a protein, the complete antigen so formed 
acting as a stimulus to the production of antibodies 
which remained attached to the cells or were transferred 
to similar cells. Drugs were not in general highly reac- 
tive, and the claims to have produced allergies with them 
in animals were unconvincing. Pertinent questions were 
how drugs did, in fact, become complete antigens in cer- 
tain individuals, and why once having done so, not 
necessarily on their first exhibition, they continued to do 
so thereafter. Reactive metabolic products of drugs 
might be suspected as the immediate precursors of anti- 
genic protein-containing conjugates. The conditions for 
their formation might occur only in certain individuals, 
arising in them by somatic mutation or induced enzyme 
activity only after a certain time. These speculations 
opened up various possible approaches to the production 
of true drug allergies in laboratory animals. 
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Toxic Action on Hemopoietic System 

Dr. W. Jacosson (Cambridge) said that as both red 
and white cells had a limited life-span their replacement 
required frequent multiplication and subsequent matura- 
tion of the precursor cells. In consequence toxic action 
here resulted in a varied pattern of response. Direct or 
indirect interference with cell multiplication or toxic or 
lethal action on the immature cells would result in deple- 
tion of the type of cell affected. On the other hand destruc- 
tion of circulating mature cells would lead to compen- 
satory activity in the bone-marrow going on to hyper- 
plasia or perhaps to malignant change. Little was known 
about the mechanism by which many substances exerted 
their toxic action on the bone-marrow. It was known, 
however, that folic-acid antagonists could arrest cell 
division in the precursors of normal and leukemic white 
cells by competing for folinic acid, which is required for 
several stages of the biogenesis of nucleic acids; they 
could also interfere directly with division in these pre- 
cursors in another way. The cells of acute leukemia, but 
not normal leucocytes, could inactivate these antagonists 
and remove their inhibitory action. In recent experi- 
ments he had shown that leukzmic cells could both build 
up their own folinic acid from a suitable pteridine and 
synthesise a folinic-acid antagonist from an abnormal 
pteridine. Normal cells could not do either. 


Hepatotoxic Substances 

Dr. P. N. MaGee (Carshalton) described attempts in 
the M.R.C. Toxicological Unit to elucidate the initial 
‘* biochemical lesion” involved in the action of selec- 
tively hepatotoxic substances in the rat. A single dose, 
for example, of dimethylnitrosamine would produce 
acute liver necrosis from which, if the animal survived, 
the liver recovered completely. Chronic dosing caused 
necrosis and regenerative hyperplasia and might lead to 
the appearance of liver tumours. These were common 
patterns of response to liver poisons. Using a calori- 
metric method of measuring liver blood-flow in rats with 
a closed abdomen, Stoner had shown that the initial 
effect of dimethylnitrosamine (or of carbon tetrachloride) 
was unlikely to be due to ischemia. Other evidence also 
favoured a direct action on liver-cells, probably by way 
of interference with protein synthesis at cytoplasmic 
sites. A toxic metabolite of the liver poison might be 
implicated. The essential problem was to distinguish 
the primary reaction between the toxic molecule and an 
essential cell constituent from changes which occur only 
as part of the process of cell death. 

The behaviour of certain pyrrolizidine (senecio) alka- 
loids (e.g., lasiocarpine) was unusual in that single doses 
could produce chronic and apparently progressive liver 
lesions which became clinically manifest only weeks or 
months later. The eating of plants containing thesé alka- 
loids caused liver disease in cattle ; their consumption in 
** bush teas ’’ had been suggested as an etiological factor 
in human veno-occlusive disease. 

‘Dr. K. R. Rees (London) described some joint experi- 
ments with J. D. Judah on the action of liver poisons on 
structural components of liver cells. Observations in 
acute liver injury and during the induction of cholan- 
gioma, both brought about by giving thioacetamide, 
revealed a striking increase in size of the liver-cell nuclei 
and nucleoli and in the ribosenucleic-acid (R.N.A.) content 
and R.N.A./protein ratio in these cells. Respiration was 
depressed in the isolated mitochondria, and accumulations 
of calcium and citrate, prevented by anti-histamines, 
occurred in the liver. 

In other studies they had shown that pre-treatment 
with metal chelating agents depressed respiration in 
mitochondria isolated from the brain. It increased the 
sensitivity of the system to copper, and its effect was 
reversed by cobalt and nickel but not by other metals or 
by vitamin B,,. 

The full proceedings are to be published soon. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


AS an examiner the University of London is on the 
grandmotherly side. With sinking heart we once again 
gathered together all those silly bits of paper, as we had 
done so many times before. Armed with Treasurer’s 
Slip (please print clearly), Application Form, ue 
(crossed Westminster Bank, Russell Square Branch), 
various certificates, envelopes by the row (candidate must 
apply stamp) addressed in our own somehow weirdly 
unreal writing to ourselves (block letters), and a special 
red one if we wished to be present at some remote 
ceremony for successful candidates, we staggered down 
to the nearest post-office to demand a registered envelope, 
size K. Our tiny local office had run out already: 
‘“* Really dear,’’ said the postmistress kindly, diagnosing 
our pre-examination neurosis at a glance: ‘‘ Don’t know 
why they bother with all this; after all we can register 
any envelope, but there it is.’ And there it was, or 
rather wasn’t, and she had to rummage about underneath, 
finally unearthing a pseudo-size K marked ‘‘ Overseas ”’ 
which she industriously scribbled out inking ‘ Inland ” 
over it. ‘‘ There,’’ she said: ‘‘ That should be all right, 
but I'll have to put 9d. more stamps on it.” It ap 
that overseas registered post for size K, whet to 
Djakarta or Vladivostok, costs 9d. less than sending the 
thing five miles up the Old Kent Road via the Ele t 
to Aldwych and Kingsway, and finally the Senate House. 
Post early for Examinations via Beirut and Save Money. 

Now at dear old Queen Square they are a much more 
down-to-earth lot. Write the cheque on the back of a 
cigarette packet for all they care as long as it doesn’t 
bounce, or send the fee in 3d. pieces in a sack. 
They couldn’t care less whether you register the letter 
not, and they are more adult over their exams too, in 
an informal and gentlemanly way: not for them solemn 
threats about Writing on the Blotting Paper and Includ- 
ing All Rough Work in the Answer t Pp 
Conjoint Board! But they jolly well fail you just the 
same. 


* e. * 


Eaflier this year we bought ourselves a new bed. The 
step was not lightly taken. We occupied some hours of 
salesmen’s time, nodding with bucolic incomprehension 
as we heard of the modern wonders of foam and interior- 
sprung mattresses. Finally our choice fell on a splendid- 
looking ‘ Sleep-if-you-Can.’ We were invited to recline 
on it; but in an emporium this seemed hardly decorous, 
so I bounced my rump once or twice on the edge and 
pronounced knowingly: ‘‘ Excellent.’ 

Three months have passed. They seem more like six 
—as indeed they might, for the normal sixteen waking 
hours of the twenty-four have been augmented by at 
least six sleep-free hours at night, six obstinately wakeful 
hours despite the best efforts of the drug industry. 
Yesterday our appeal was answered by a visit from the 
shop’s bed expert. My wife asked shyly whether he often 
dealt with similar complaints. eter i yes, he said. Only 
the other day he had dealt with such a complaint. He'd 
had no twoublis in detecting the cause. The couple had 
thought that they could move on to a firm modern 
mattress from a feather bed. A feather bed! Here the 
expert threw back bis head and laughed merrily at the 
recollection. Then he pulled himself up. We hadn’t 
been sleeping on a feather bed? No? t was good. 
The expert turned next to psychogenic factors (‘‘ I don’t 
want to seem impertinent, but ...”). Having c 
the und here, he turned to physical causes with the 
relief of the clinician who sees psychology as a usurper. 
The mattress cover, the pillows, the mattress itself—each 
in turn was dec up to specification. But why was 
the bed like a concrete slab ? Well, we must persevere, 
and wear it in: it would soften in time. My wife took 
him to the children’s room, which has two ger mee 
of a job lot bought for a fiver each. Why, she 
had these been comfortable from the start ? Cheap stuff, 
said the expert, his lip curling: wouldn’t last. But, 
countered my wife, our children had long been known for 
their untender consideration for beds; and these were 
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Now one-up, my wife led the expert 
Here, she said, were two pre-war 
Why, she asked, 


as good as ever. 
to our spare room. 
beds with interior-sprung mattresses. 
could beds not now be made soft like these ? The man 
felt the beds and stepped back, his face aghast. Did she 
not know—and she a doctor’s wife—that mattresses were 
not made to sink into but to support our frames so that 
our trunks and limbs should be undistorted ? But, said 
my wife, in our senescence orthopedic considerations 
were secondary to the search for sleep. 

This informal exchange of views, this symposium 
(timed by our daily), lasted from 9.35 a.m. to 11.15 a.m. 
The expert took his leave with cordial expressions of good 
will and a promise to convey our sentiments to the 
manufacturers. There the matter rests. If meanwhile, 
anyone would care to make an offer for an expensive, 
scientifically constructed bed that’s hardly been slept 


Ms. 6% 
* * + 
‘“* | think he is a P.A.,’’ wrote my junior colleague, ‘* but 
I will get his absolute values done.’”’ I hoped that the 
recipient of this letter would not be one of the well- 
educated elderly general practitioners who sometimes 
take me to see their patients. He would be shocked to 
think that a man could be a disease, and might not even 
know what the abbreviation stood for. Should he decide 
to interpret the jargon, however, I think his worst shock 
would come when he found that the ratio between two 
somewhat inaccurate measurements had become dignified 
with the name of an Absolute Value. 
* * * 


Your projected change in format has struck dismay into 
the hearts of at least two regular readers. It is almost as 
though The Times were to relegate its calm, unruffled, 
and most soothing columns to some hidden corner of its 
interior ; we would have to open and refold its sheets to 
read the hatched, matched, and dispatched or to savour 
the intimacy of the personal column, and in the meantime 
our eyes would already have been assailed by glaring 
headlines. We see equal danger in the new Lancet. Who 
can deny the sedative, tranquillising value of our old 
cover ? Each week almost the same, out not quite. How 
we loved to look for the familiar advertisement of The 
Lancet’s own publications. Was our own favourite text- 
book there? Dear me! A new edition of Sunk and 
Carful’s Surgery. The sixteenth! Now ours would be 
about the eighth, when old Sir What’s-his-name was 
editor. When did he die ? Thus lulled into sweet reminis- 
cence we pass on to our second cup of coffee before steeling 
ourselves to turn over the page to inspect the Contents. 
Imagine their impact now, unfamiliar and challenging, 
unbearably informative before we have dallied over our 
We shall be forced to open and hunt for our 


cover. 
soporific ; —_ even pass through vaccines and drugs 
before we find the tasteful array of approved academic 


publications. No! Definitely the front page is not the 
place for the table of contents. 


* * * 


The influenzal epidemic was taking its toll of nurses, 
and the medical registrar was away. I approached two 
anesthetic registrars and asked their help in keeping an 
eye on the nurses until more regular arrangements could 
be made. After due thought they each gave the same 
reason for being unable to cooperate—they did not feel 
competent to deal with this type of problem. 

I hope that this was due to false modesty; but, if 
not, I can only say that I should prefer to be anesthetised 
by a real doctor. 


* * * 


Phenobarb., Oblivon, 
Bless the bed that I lie on. 


Four capsules by my bed, 

Blue and white and green and red. 
One alone’s no use at all, 

Two will send me up the wall, 
Three should bring a night’s repose, 
Four will make me comatose—— 


Phenobarb., Oblivon, ~- 
Bless the bed that I lie on. 
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Letters to the Editor 





“PNEUMOCONIOTIC NEUROSIS” 


Srr,—I am pleased indeed to hear that in Dr. Holt’s 
area (Oct. 12) each claimant for pneumoconiosis benefit 
has a full clinical examination and an exercise-tolerance 
test in addition to X-ray examination ; I should be still 
more pleased if he—or anyone else—could confirm that 
this sensible practice is in operation throughout the 
country. Respiratory-function tests are surely essential 
in any modern assessment of respiratory disability. 

I cannot share Dr. Holt’s view that “‘ within the 
margin of human error the present system seems to 
have been the best devised.” In South Africa sitnilar 
regulations have been scrapped and a completely new 
approach made; assessment is made on the basis of a 
full radiological and clinical examination, with respira- 
tory-function tests in every case, and is also related to 
the length of time a man has worked underground— 
a functional and practical method which allows the 
medical profession to make a reasonable interpretation 
on the basis of observed factual data instead’of demanding 
specific answers to posed legal questions which no human 
agency can satisfy. 

I agree entirely that severe respiratory disablement in 
miners is often the result of bronchitis and emphysema 
rather than pneumoconiosis. Far from ignoring the 
fact, this was the group I had in mind when I mentioned 
‘“men with severe respiratory disablement who have 
worked in the pits for years,” and who at present have 
not the slightest chance of being considered eligible 
despite the thousands of shifts they have worked under- 
ground in a confined atmosphere in the dirtiest and 
dustiest of all occupations. Does anyone seriously 
doubt that this occupation is an important factor con- 
tributing to their disability, even if their X-rays show 
no evidence whatever of pneumoconiosis as such? The 
incidence of bronchitis and emphysema amongst miners 
speaks for itself. Smoking and infection are other factors ; 
but, as nearly half their waking day is spent underground, 
miners on the whole smoke less than the average— 
hence their lower incidence of bronchial carcinoma. 
Prolonged exposure to dust is the main responsible 
agent. In South Africa the absurdity of ignoring the 
obvious has been admitted and “ pulmonary disability ” 
is the criterion on which claims are now assessed. Might 
we not at least consider doing the same? And is it not 
time that the whole position were reviewed in the light 
of recent knowledge ? 


Clare Hall Hospital, 


South Mimms, Barnet. NORMAN MACDONALD. 


ESTIMATION OF PLASMA PROTHROMBIN 


Sir,— Your leading article of Oct. 5 was most gratifying 
since it expressed lucidly the desirability and need for 
a carefully standardised technique to carry out the 
prothrombin-time test. 

What is true of the prothrombin-time holds equally 
well for the other tests employed in hematological 
research. Progress is best achieved when the various 
investigators can understand the results obtained by 
their fellow scientists. To that end an international 
committee has been organised to study the problem of 
nomenclature of the clotting factors. One of the serious 
difficulties the committee encounters is the evaluation 
of experimental data offered for the establishment of a 
new clotting factor or bleeding state, because the methods 
carried out in one laboratory may differ greatly from 
those of another, as illustrated by the variety of normal 
ranges found in even as simple a test as the clotting-time 
of venous blood. 

Obviously, real progress in the problem of standardis- 
ing technique cannot be achieved by any individual 




















THE LANCET] 
or committee by arbitrary means. The solution can come 
only from a slow evolution, with a blending of theory and 
practical experience. Most investigators will agree that 
the principal objectives of the tests used in hemostatic 
studies are: (1) to establish the existence of a coagula- 
tion defect ; (2) to identify the defect ; (3) to measure 
it quantitatively ; and (4) to determine the corrective 
action of therapy. The procedures most commonly 
employed at present in clinical or hospital laboratories 
are the clotting-time, bleeding-time, tourniquet test, 
platelet-count, prothrombin-time, thromboplastin-genera- 
tion test, and the prothrombin-consumption time. 
Perhaps a good beginning would be to concentrate 
attention on these tests and to base the standardisation 
of technique on how satisfactorily the four stated objectives 
are met. 


Marquette University, 


Milwaukee, Wisconsin. s ARMAND J. QUICK. 


Srr,—I would like to comment on Dr. Toohey’s letter 
last week. He states that saline brain emulsions should 
be used as a source of thromboplastin, because they are 
easier to prepare than acetone-dried extracts, and they 
give a more constantly reproducible activity. This 
implies that otherwise the two preparations give similar 
results. I feel it should be more widely appreciated that 
variations in the method of preparing thromboplastin 
give different results. Several workers have demon- 
strated this. ; 

In a recent paper,’ I showed that when the test for 
prothrombin efficiency was performed as described by 
Dr. Toohey,? plasmas gave consistently and appreci- 
ably higher ratios than when performed using a modifica- 
tion of Quick’s original method in which acetone-dried 
brain is the source of thromboplastin.? Thus, ratios 
within the range 1-5—2-5, obtained using Quick’s method, 
corresponded to ratios in the range of 2-1-3-6, using 
Toohey’s method. The difference became progressively 
greater as the ratio increased, so that the ‘‘ hemor- 
rhagic level ’’ is at a much higher ratio if Toohey’s method 
is used. 

In this investigation I was not concerned to show that 
one method is “ better’? than another (although, in 
fact, in the course of it I found that both gave equally 
reproducible results), but what I wish to emphasise is that 
they give different results. In practice this means that a 
clinician dependent on a laboratory using Toohey’s 
method should aim to keep the prothrombin ratio at a 
higher level than if Quick’s method were in use. 

Finally, the unqualified statement that saline brain 
extracts keep “ absolutely stable for an indefinite period 
when stored at —20°C” is contrary to what is found 
in practice. 

Institute of Pathology, 

The Royal Infirmary, 
Cardiff. 


D. E. B. Powe. 


OLIVER ST. JOHN GOGARTY 


Str,—Your obituary of Gogarty suggested that no 
student of the Meath Hospital, Dublin, of thirty years 
ago would remember what Gogarty did for that hospital. 
This statement must surely have been meant to be provo- 
cative. Here is one student who was dresser to Gogarty 
in the turbulent times soon after the episode of the 
‘* presentation of swans,” and soon after Gogarty’s return 
from his brief sojourn in Harley Street. On many occa- 
sions when scrubbing-up, standing in his splendid silk 
shirtsleeves, he would talk in witty words which were 
sheer joy to hear. On one occasion before we scrubbed-up 
together, he handed me a poem which he had written that 
morning before coming to the hospital. I have the poem 
to this day. 

1. Powell, D. E. B., J. clin. Path 1957, 10, 262. 


2. Toohey, M., Brit. med. J, 1950, i, 518; Ibid, 1953, i, 650. 
3. Biggs, R., Macfarlane, R. G., J. clin. Path. (1949), 2, 33. 
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No mention was made in your obituary of Gogarty’s 
interest in the early days of private flying in Ireland 
about which he liked to talk. The term ‘ colourful 
character ’’ has been used to describe people who interest 
and entertain. Gogarty was in his attitude to life rather 
like that other Oliver “‘ who wrote like an angel.’”’ Here 
is one former student of his who was fortunate to have 
sat at his feet, and who is all the -icher for having known 
Oliver St. John Gogarty and is aware of the debt the 
Meath Hospital, Dublin, owes to him. 
R. G. F. 


INFLUENZA 


Srr,—During the past years I have found post mortem 
that infants who were diagnosed by the practitioners 
in attendance as having suffered from influenza and died 
suddenly thereafter, gave on bacteriological examination 
of their lung tissue an invari.bly pure growth of Hamo- 
philus influenzae. This organism has become more 
dominant of late and one is frequently recovering it in 
pure culture from elderly bronchopneumonic patients, 
from the pneumonias and meningitis of infancy, and in 
cases of suppurative sinusitis. Unless this organism is 
looked for routinely, its significance cannot be truthfully 
but only adversely ‘ 

Department of Pathology, 


General Hospital, 
Northampton. 


R. M. Heaare. 
PELVIC TUBERCULOSIS AND HIRSUTISM 

Sm,—During the past two years I have observed that 
three patients with gross hirsutism had pelvic tubercu- 
losis of a mild and almost unsymptomatic variety. It was 
unlikely that this association was fortuitous, for these 
patients were from a total of eight referred for investiga- 
tion of hirsutism, and pelvic tuberculosis is now a 
relatively rare disease. : 

In these patients hirsutism develo remarkably rapidly, 
and definite virilism was present within six months. In one 
patient the onset_was associated with exposure to open tuber- 
culosis some 4 to 9 months previously. Her hirsutism regressed 
significantly with antituberculous treatment. In another 
patient hirsutism developed during the 12 months following 
an endometrial biopsy which showed active tuberculous foci. 
None of the patients had a family history of hirsutism. The 
evidence, therefore, favours the view, that the pelvic infection 
caused the hirsutism. 

In each patient there was some evidence which pointed to 
the adrenals as the direct cause. The 17-ketosteroid excretion 
was slightly elevated in all cases ; in two excretion was signi- 
ficantly depressed after administration of cortisone. In one 
patient virilism was apparently completely cured by left 
adrenalectomy ; in this case no antituberculous drugs were 

iven. ‘ 
. It-is probable that in the past we have been missing this 
association. Certainly any patient who presents with hirsutism 
of recent origin, with a normal or slightly elevated 17-keto- 
steroid excretion, with any symptoms suggestive of infection 
(such as loss of weight and loss of energy with raised erythro- 
cyte-sedimentation rate), and with a positive tuberculin test, 
should be considered as a potential case of pelvic tuberculosis. 

A search of the literature has revealed no previous 
reference to such an association. It may well be that in 
previous decades most women contracted primary 
tuberculosis at or before puberty. In our patients the 
hirsutism was more severe as the age of onset increased. 
A population in which the onset of primary infection is 
delayed to an older age-group may be the only source of 
such a clinical manifestation. 

The condition referred to here does not appear to be 
identical with the Stein-Leventhal syndrome, in which 
wedge-resection of the ovaries is reported to improve the 
symptoms. None of our patients had the characteristic 
bilateral ovarian enlargement with luteinisation of theea 
cells, though in one ghere were multiple small cysts. The 
evidence of adrenal origin is also in contrast to the 
commonly defined picture of Stein-Leventhal syndrome. 
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The pelvic lesion is not necessarily tuberculous. Any 
condition which causes a *‘ frozen pelvis ’’ could possibly 
cause the same syndrome of hyperadrenalcorticism. 
Dr. C. Coyle, Master of the National Maternity Hospital, 
Dublin, saw such a patient some months ago. At lapar- 
otomy by Dr. D. M. Thomson, of Ottawa, she was found 
to have pelvic endometriosis. 


University College, and D. K 
St. Vincent's Hospital, Dublin. . 


. O'DONOVAN. 
SUXAMETHONIUM PARALYSIS REVERSED 
BY EDROPHONIUM 


Str,—Students of muscle relaxants will be interested 
to hear of a case of ‘dual block’’ in an apparently 
healthy woman of 38 following suxamethonium (50 mg.), 
which was reversed by edrophonium. Such a reaction has 
been anticipated but not reported. Full details will be 
published later. 

The sequence was papaveretum (gr. '/;) and scopolamine 
(gr. '/159) at — 160 minutes ; thiopentone 0-5 g., suxamethon- 
ium 50 mg., endotracheal nitrous-oxide, oxygen, trichlor- 
ethylene. Paralysis was still complete 30 min. later, there 
having been no response to nalorphine 10 mg., methedrine 
15 mg., nikethamide 4 ml., tracheal stimulation, and 10% 
carbon dioxide. Complete reversal followed 60 sec. after edro- 
ager 10 mg. (‘ Tensilon ’), and was maintained for 10 min., 

ut relapse followed 20 min. later. Respiration remained 
inadequate for 5} hours, during which time neostigmine 
2-5 mg. was given and ventilation was maintained with a 
Beaver respirator. At 74 hours breathing was again shallow 
and responded again to edrophonium. There was no further 
difficulty. 

The patient was conscious most of the time. Her plasma- 
cholinesterase and electrolytes were normal. A neurologist 
subsequently diagnosed probable disseminated sclerosis with a 
lesion in the dorsal region. 

It seems that, in a properly managed anesthetic, if 
paralysis from suxamethonium lasts more than 20-30 
minutes, it would be advisable to use edrophonium as a 
diagnostic test for a dual block rather than give other 
stimulants ; and, if reversal takes place, to follow imme- 
diately with atropine and neostigmine to prevent recur- 
rence of paralysis. The patient should then be kept under 
observation for 8 hours or longer, with means of artificial 
respiration to hand. 


Chislehurst, 


Kent. JoHN BULLOUGH. 


THE CIRCULATION OF THE NERVE IMPULSE 


Srr,—The historian of neurology takes great interest 
in Dr. Gooddy’s new and original design of the nerve 
impulse (Sept. 7). The idea of a circulation immediately 
calls to mind that of a fluid. The earliest interpreters of 
the nerve impulse believed in its ‘‘ etherial’’ nature. 
With Borelli’s (1608-1679) postulate of a succus nervosus 
we witness the passage so significant of modern medicine 
of a metaphysical concept of the nerve impulse to a 
physical one. It seems that Louis Rolando (1773-1831) 
was the first to compare the hypothetical nervous power 
or the equally hypothetical nervous fluid with the 
galvanic fluid. In the nineteenth century the hypothesis 
of the nervous fluid suffered its fatal blow from two rising 
sciences—neuroanatomy and neurophysiology. 

Dr. Gooddy’s interesting suggestion to conceive the 
nerve impulse as a circulating agent ultimately rests on 
reasoning by analogy which, repeatedly, proved in the 
past to have a great impact on medical thought, ever since 
the days of the Greeks. The idea of the circle as the 
ancient symbol of life obviously assisted Dr. Gooddy 
in conceiving his design, just as it did assist Harvey in 
conceiving the idea of the circulation of the blood before 
Harvey actually tried to demonstrate it by observation 
and experimentation. 

I understand Dr. Gooddy’s degign to be a purely 
physiological one involving motion and sensation as the 
sole principles of animal life and nervous activity. 
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Therefore, I can see no threat to the design from 
‘original thought ”’’ or “free will” (should this be 
granted). Nor do I believe that the idea of the circle 
implies an endless repetition of the same phenomena. 
I would rather believe that, physiological processes, 
circulating or not, are at the service of metaphysical 
data, such as original thought or free will, but that they 
are not synonymous with them. The nervous system, 
inclusive of the nerve impulse and all of its other equip- 
ments, is an organ; the great thinkers of the past, 
Aristotle, Galen, Descartes, Kant, conceived the organs 
of a living body as instrumental in thought, but not on 
equal rank with it. The one cannot be expressed in 
terms of the other; thought can not be said to line itself 
up integrally with neurophysiology. 


Medical College of Virginia, 
Richmond, Virginia. 


ANABOLIC EEFECTS OF ATARACTICS 


Sir,—‘‘ Animal protein factor’? was a presumed 
essential constituent of diets for non-ruminants, absent 
from materials derived solely from plants. When vitamin 
B,, was isolated from liver, its identity wjth a.p.F. was 
assumed, and when antibiotic manufacturers found that 
their liquors contained B,, they introduced the dried 
product into animal husbandry under the title a.p.F, We, 
and others, have been using these A.P.F.s in human nutrition 
for many years. They tend to reverse the catabolic 
trend in some patients with cachectic diseases. Crystalline 
cationic types of streptomyces-derived antibiotics, as 
well as androgenic steroids, certain arsenicals and anti- 
monials, and isoniazid, were sometimes found to have 
this effect. Vitamin B,, did not seem to contribute to 
this activity so A.P.F. in its original connotation was 
dropped. But from habit and for convenience we 
transferred the name to ‘‘anabolism-promoting factor(s).””* 

In an effort to decide how a.p.F. worked, the following 
purely descriptive properties of this protean group 
were defined ? : 

1. They enhance protein utilisation in domesticated 
omnivores (which, of course, includes man), permitting 
growth or tissue restitution with a lower level of protein 
intake than would be the case without them. Cachectic 
patients put on weight and the increase in appetite some- 
times amounts to bulimia. 

2. They reverse the toxicity of the folic-acid antagonist, 
aminopterin, in weanling rats. Whether this is due to 
permissive folic-acid synthesis in the intestinal tract, or 
to some other mechanism is unknown. 

3. They change the intestinal flora to a predominantly 
saccharolytic mode, and intestinal bacterial proteolysis is 
curtailed. Indican excretion drops during their administra- 
tion. This reversion is partly responsible for the enhanced 
growth-rate in poultry and hogs given 4.P.¥., but the exact 
mechanism is still debated. Certainly, if bacterial degradation 
of essential aminoacids from food protein is curtailed, some 
of this ingestate otherwise deflected for the nutriment of 
proteolytic bacteria would accrue to the host. An alternative 
theory is that there may be increased formation by saccharo- 
lytic bacteria of essential carbohydrate fractions for ‘‘ ground- 
substance ’’ synthesis by the host.* In any event, malodorous 
lesions or subjects lose this odour when A.P.F. is administered. 
Such odour usually derives its ‘“‘ body,”’ though not necessarily 
its essence, from enterogenous indole and skatole. A simple 
empirical guide for the quantity of streptomyces antibiotic 
to be used in the original a.p.¥. schedule was the maintenance 
of an odourless, bulky, soft stool ‘ and we eschewed opiates 
and barbiturates mainly because they made this impossible. 
Anti-histamines did not affect the stool and we used them 
routinely as tranquillisers in patients with neoplasm and 
serious collagen-vascular disease who were being treated 
with the anabolic modalities.°® 


R. D., Kessler, L. N., Kershner, D. Int. Rec. Med. 
R. D., Freeman, M. D. Amer. J. dig. Dis. 1954, 
R. D., N.Y. St. J. Med. 1957, 57, 3026. 
R. 
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With the wider use of so-called ataractics for patients 
in this and other categories, phenomena reminiscent 
of this a.P.F. effect began to emerge : 


1. Rauwolfia extracts and the promazines are in current 
use to improve nutrition in hospital patients, some of whom 
have shown a buli response.* This, like the remarkable 
benefit derived from meprobamate in some patients with 
neoplasms,’ and comparable findings with promazine in 

patients,* seems to be more than the improvement in 
** emotional climate '’ to which it is ascribed. 

2. Reversal of aminopterin toxicity in weanling rats by 
meprobamate has been reported.° 

3. Two years ago we reported that a saccharolytic reversion 
took place in the fecal flora of patients receiving meprobamate. 
The results of in-vitro bacteriological study were inconclusive. 
There was some diminution of indole production in mixed 
fecal cultures containing meprobamate. We have had a 
number of patients with neoplasms in whom an odourless, 
bulky, soft stool, initiated by antibiotic administration, has 
been subsequently maintained for months on meprobamate 
alone. Dr. V. M. Pennington, in a report to the American 
Psychosomatic Society, has confirmed our coincident finding 
of a diminution of body malodour in some such patients. 


When ataractics are given to animals as feed-supple- 
ments, they appear to produce the same anabolic effect 
as antibiotic addftion..° A popular explanation of this 
finding is that they relieve the animal of “ stress” 
and permit it to develop an unfrustrated eating-pattern.™ 
Whether this would be equivalent to good table-manners 
is not stated, but the explanation is reasonable since 
the human is not the only domesticated animal with 
neuroses, or likely to have them manifest gustatorily. 
But reasonable or otherwise, it is not the only possible 
explanation, and another could be ‘that the ataractics 
have concomitant anabolic effects. 


JaMEs F. BARNARD 


oy — on Rospert D. BARNARD. 


CORTISONE AND HYPOGLYCAMIC SHOCK 


Srr,—There is ample evidence that cortisone can 
raise resistance to certain forms of shock, and we have 
tried its effect on shock due to hypoglycemia. 


In nine male rabbits, weighing about 3 kg. each, hypo- 
glycemic shock was brought about by 20-40 units of insulin 
intravenously. The seizures were controlled by glucose. 
Subsequently the animals were treated for 8 days with 7-5 mg. 
cortisone acetate twice daily. On the 5th day of treatment, 
the test was repeated using the dose of insulin which had 
previously caused shock. On the 8th day of treatment, 
insulin was given to six animals and, to increase its effect, 
1-5% NaHCoO, was given intravenously. 8 aun eter ste stopping 
cortisone treatment, the test with insulin Nalicoe 
was repeated in the same animals. Blood. yore wide were 
determined in each case before insulin and then every 30 
minutes for 4 hours. 

i cortisone treatment hypoglycemic shock could 
not be induced in any of the animals. After treatment had 
been stopped, the hypoglycwmic attack developed again in 
every case. 

The cortisone treatment significantly increased the fall in 
blood-sugar, due to insulin, in eight animals out of nine—on 
the average from 59-5 mg. to 115 mg. In six cases, not 
only was the fall increased, but blood-sugars fell to a lower 
level than before cortisone treatment. 


The effect of cortisone in decreasing susceptibility 
to seizures was proved in another series of experiments. 


In six male rabbits weighing about 3 .» seizures were 
brought about with 0-5-0-8 ml. leptazol intravenously. 
After 8 days of cortisone treatment, two or three times more 
leptazol was needed to induce seizure. Thus, cortisone treat- 
ment seems capable of decreasing the susceptibility to 
co 





- Hollister, L, E. Postgrad. Med. 1957, 21, 356. 
. Kessler, L. N., R. Times, p 1008, 
Gordon, R. A., Campbell, M. eed taod TTR 

8. R. z Lancet, toot “i ‘47. 


1957. 
, Aug. 23, 1957. 


eis 420. 


10. Industr. 'E; g. Chem. A 
11. Plumb, Pa a m. Aug, 18, 


Thus, cortisone prevents insulin-induced hypo- 
glycemic shock (though the blood-sugar fall increases) 
and it greatly decreases susceptibility to leptazol. This 
action might be connected with the effect of cortisone on 
potassium metabolism, since, after insulin shock, predni- 
sone was less potent than cortisone acetate. 

L. BaRTA 


1st t of Pediatrics, 
Budapest University Medical School. G. Smon. 


PHYSICAL AND MENTAL HANDICAPS 
FOLLOWING A DISTURBED PREGNANCY 

Sir,—Dr. Stott’s most interesting paper (May 18) 
seems to me to permit further statistical estimations. 
The correlation of the different types of disturbances 
during pregnancy with the occurrence of malformations 
given in table vi of his article permits a grouping into 
disturbances associated with high incidence of mal- 
formations and disturbances with lower incidence of 
malformations, as shown in the accompanying table. 



































be 
z a 
— | u ak 
Ss a | 
E Type of disturbance 2 € 2 7i* 
E 34 3 
z é 
Zz 
I | Serious illness, , or death 
of husband or c! + shock, 
accident ( aes severe 
bomb scares) . 21 14 8 | 54-7| 38-1 
bee a state + all other 
t, harassment —. Paar 
finted'® 35 | 29 65-9) 17-0 
mr | Maternal illness a «. | 24 20 4 | 65-6) 24-1 
* With exception of “‘ problem family” and “ let-down women ”’ 


resulting neither in early illness nor in malformation (4 cases). 


These ro’ results are transformed into the inverse sine 
function,’ ? © thus representing the proportion of Es and Ms 
on a scale ranging from 0 to 90 angular . The differ- 
ences of % are suited to a provisional . “ studentisation ”’ 
by entering the t-distribution ' with (N,+N2)/2 degrees of 
freedom. + This allows a statistical estimation of differences 
not principally restricted by too small numbers, as is the case 
with the chi-square method. 

The resulting t-values are : 

Difference Oy, group 1-11 = 2°66 ; n=28; P<0-02, >0-01. 

Difference ®y, group I-11 = 1-65 ; n=22: P>0-05. 
Moreover, the exact probability in such cases can be calcu- 
lated by direct combinatorial analysis. Thus, P for the 
difference M, group 1-11, is found to be 0 0- -0102, which is in fair 
accord with the results nein by the much less laborious 
inverse-sine transfi 

These statistical wales may be regarded as evidence 
that certain types of psychological damage in pregnancy 
are more “ dangerous,” as far as malformations are 
concerned, than other types. It seems that traumata 
associated with “‘ near-death” experiences resulting in 
emotions of long duration are associated with a high 
incidence of malformations. This might be a useful 
guide in the further exploration of the interesting psycho- 
somatic correlation shown by Dr. Stott to exist between 

psychological disturbances of. pregnancy and handicaps 
of the newborn. 

Universitadts-Strahleninstitut, 

Berlin-Charlottenburg, 9. 


por Tables. Lenten, 1953. 
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CARCINOMA OF THE PENIS IN TWO BROTHERS 


Srr,—We have observed carcinoma of the penis in two 
brothers. Since this is a rare site for carcinoma, the 
occurrence of the disease in two members of the same 
family raises the possibility of hereditary factors. We 
could find no other reported instance of familial incidence 
of this disease. 

Case 1.—A farmer, aged 53, had at birth a rather long 
prepuce which could not be drawn back. Below it smegma 
accumulated and the mucous membrane was often infected. 
In 1951 the inflammation became more persistent, accom- 
panied by itching. Copious seropurulent secretion flowed 
from under the prepuce. Some months later he had pain 
when urinating. The jet of urine became more tenuous and 
a Knotty, solid growths were felt under the prepuce, 

artial circumcision was performed. An inflamed 

S deected new growth of the penis was disclosed. After 

= operation he was given deep X-ray therapy. The tumour 

regressed, but the ulceration remained indolent and urinary 

complaints increased. At the end of 1952 he was seen at 
this Institute. 

The neoplasm by now involved not only the glans but also 
the sulcus coronarius and the corpora cavernosa. The glans 
was mostly destroyed. He was treated by application of 
radium (10,000 yr); the infiltrations shrank and all lesions 
cicatrised. A month after healing was complete, the inguinal 
lymph-nodes were extirpated, and no evidence of metastasis 
was found therein. He was normal otherwise. 

Towards the end of 1955, after an injury with infection, 
severe necrosis of the penis necessitated a radical amputation. 
After discharge, the scrotum and lower limbs became swollen. 
He was admitted for the third time, with recurrent carcinoma 
of the skin of the scrotum, but no evidence of regional or 
distant metastasis. Orchidectomy was performed in March, 
1955. A year later he died of gangrene of the left leg. 

Microscopic study revealed the typical picture of prickle-cell 
carcinoma, with, here and there, features of keratinisation. 
There was a striking tendency to deep infiltration. 

Case 2.—The brother, also a farmer, aged 60, had also had 
a long prepuce since birth. He had often had inflammation 
of the mucous membrane of the glans and erosions on the 
inner surface of the prepuce. In 1956, during such a bout of 
inflammation, he was given X-ray therapy (600r in 8 sittings 
every other day). A month or so before he was admitted, 
a small erosion appeared close to the external opening of 
the urethra. 

On examination here, the inner surface of the prepuce was 
mother-of-pearl in colour, smooth, and atrophic. The mucous 
membrane of the glans was largely pink but not shiny. On 
the back of the glans was a raised plaque, close to the external 
urinary meatus, as large as a finger-nail, showing a sallow 
colour and a rough surface. No swollen lymph-nodes could 
be felt in the groins. 

Microscopy showed a well-differentiated prickle-cell car- 
cinoma, with papillomatous structure and a pronounced 
stromal reaction. The intact epithelial covering of the glans 
showed signs of acanthosis. 

Circumcision and postoperative radiation therapy were 
suggested, but he refused. 


These two cases raise the question of how far such a 
simultaneous carcinomatous new growth at the same site 
in two brothers may be attributed to factors running in 
the family. But reliable statistical and epidemiological 
investigations ' * show that at this site there is no reason 
to invoke heredity (as in multiple polyposis of the 
alimentary tract or retinoblastoma). Carcinoma of the 
penis has some racial as well as geographical differences, 
which may be explained by other, non-genetic factors, 
above all by ritual customs.*-> The association of the 
two cases seems therefore to be fortuitous. 


Both men had a long prepuce and phimosis, which, 
with poor personal hygiene, led to accumulation of 
smegma and chronic inflammation, which might cause 
precancerous changes of the epithelium. In case 2 there 


was an acanthosis (i.e., a manifestation of intra-epidermal 
carcinoma). Moreover, the second patient underwent 
X-ray therapy of the glans and prepuce, which might 
have a carcinogenic influence. 
V. MIKHAILOV 
s R. RaircHEV 
Institute A Se seer V. ANDREEV. 


METALLIC CORROSION IN ORTHOPADIC 
SURGERY 


Srr,—In suggesting that metal fillings in teeth might 
play a part in the electrolytic degeneration of metallic 
implants, Mr. Hovell (Oct. 5) exhibits a fallacious line 
of reasoning that is very common. 

The fact is that dissimilar metals have no effect upon 
each other unless they are in electrical contact with each 
other (in addition to being bathed in the electrolyte). By 
analogy with a flash-lamp battery, no current flows and 
no chemical action takes place unless and until the 
positive and negative poles are connected by a wire. 
Thus while a screw of one metal in metallic contact with 
a plate of another will affect each other electrolytically, 
two screws of dissimilar metals in different parts of the 
body (or, probably, even in the same bone so long as they 
are not in metallic contact) do not. Similarly a metal 
filling in a tooth will not affect an implant in a distant 
part of the body. 

The mistake originates from Venable and Stuck’s 
work which has been responsible for considerable over- 
emphasis (except in France) upon the electrical effects, 
and neglect of the toxic effects, of metals upon tissues. 


Birmingham Accident Hospital. J. H. Hicks. 


CORTISONE THERAPY IN EARLY PREGNANCY: 
RELATION TO CLEFT PALATE 

Srr,—Harris and Ross! describe a baby with a cleft 
palate whose mother had been given cortisone in early 
pregnancy. Lardelli and myself? reported the case of a 
woman with pituitary basophilism who gave birth to 
a child with cleft palate. This ‘oduiatanaame the experience 
of Fainstat * on the action of cortisone in rabbits and 
rats, and the dangers of the prescription of corticosteroids 
in early pregnancy. 

Facultad de \ ee 

Granada, Spain 
EFFECT OF VITAMIN B,, ON ANOREXIA 

Sir,—Vitamin B,, (cyanocobalamin) has been shown 
to play a significant part, not only in erythropoiesis, 
but also very widely throughout Nature in enzyme 
reactions concerned in intermediate cell-metabolism. 
This has led to the view that mild deficiency of vitamin 
B,,, insufficient to produce macrocytosis, may lead to 
various disturbances including anorexia.‘ 

In order to determine whether vitamin B,, has any 
** non-specific ’” effect on anorexia (i.e., in patients who 
show no evidence of vitamin-B,, deficiency), I have 
carried out an experiment—statistically planned and 
controlled throughout—on a series of patients in whom 
anorexia was a prominent and troublesome feature. 
The experiment comprised two concurrent trials, one 
using the method of sequential analysis * and the other 
a formal ‘‘ double-blind, switch-over ”’ using each patient 
as his own “‘ control.” 

The “control’’ preparation was a pleasantly flavoured 
syrup containing 7 mg. of ascorbic acid per 10 ml. dose (one 
teaspoonful = | fluid drachm), and the “ active ’’ preparation 
was similar in all respects except that it also contained 20 ug. 
of vitamin B,, per 10 ml. dose. 1 teaspoonful was given three 
times a day before food. 


J.DELA Higuera Rosas 
A. LARDELLI LARDELLI. 
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The series comprised 7 patients, whose ages ranged from 
61 to 80 years (average 69) and in whom the diagnoses were : 
chronic lung abscess, pan-hypopituitarism, chronic congestive 
heart-failure due to ischemic heart-disease (2 cases), carcinoma 
of the uterine cervix, cerebral thrombosis with hemiplegia, 
and convalescence following pneumonia. The anorexia 
in all cases was sufficiently severe to be an obstacle to the 
smooth management of the case. 

The results showed no difference between the ‘‘ active ” 
and the ‘‘dummy” preparations, and ‘ sequential 
analysis ’’ indicated that no further useful purpose would 
be served by continuing the experiment beyond the 
7th patient. 

It is therefore firmly concluded that vitamin B,, 
has no effect on anorexia in elderly people. (It must 
be emphasised that this investigation is not concerned 
with the anorexia sometimes associated with pernicious 
anzmia and other overt B,,.deficiency diseases.) 

The preparations used in this trial (‘Ce-Cobalin’ syrup 
and the “‘ control ’’) were supplied by Messrs. Paines & Byrne, 
of Greenford, Middlesex. 

eS P. D. Beprorp. 
*MEPROBAMATE 


Smr,—In the children’s ward of the Rigshospital, 
where about 600 children with cerebral pareses are 
treated, various drugs affecting the cerebrum, the extra- 


pyramidal system, or the muscles have been used during: 


the past few years without appreciable benefit. 

In the past two years encouraging reports have come 
from the United States of meprobamate, and during the 
past six months we have been evaluating this compound 
in patients with cerebral pareses. 

Berger ' has shown that the drug acts on the central nervous 
system, and in particular blocks the interneuronal pses 
in the thalamus. It does not significantly affect the autonomic 
nervous system. Its toxicity is low, and in experiments in 
animals it has had a quarter the toxicity of the barbiturates.** 
Clinically it has been shown to be of value in anxiety and 
tension states. Gillette,4 who gave meprobamate to 
28 patients with cerebral palsy, obtained a good response 
in 75%. 

We have studied 33 patients with cerebral palsy. 
31 of these were children aged 2-10 years; and 2 were 
adults under 27. The children under. 5 were given 100 mg. 
two to four times daily, and older children had 200 mg. 


Throughout the trial there were no abnormal chemical 
findings in blood and urine, and few side-effects. Several 
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children grew very sleepy and unmanageable when the dose 
was increased, but this symptom disappeared quickly on 
decreasing the dose or discontinuing the meprobamate. 

17 of the 33 patients improved during treatment. There 
was no benefit in the athetotics, though Gillette stated that 
they were exceptionally responsive to meprobamate. In the 
17 patients who responded well the effect was predominantly 
tranquillising in 11: they became bolder in walking and less 
agitated ; in 4 the speech was better, in 3 eating was improved, 
and in 15 muscle exercises were easier. In 14 patients 
the spasticity of the muscles was reduced. The results are 
set out in the accompanying table. 

No trials with placebos were carried out. 





r, F. M. Int. Rec. Med. 1956, 169, 177. 
L. 8. J. Amer, med. Ass. 1955, 157, 1594. 


1. 
2. + 
3. Borrus, J.C. Ibid, p. 1596. 

4. Gillette, H. BE. Ini. Tec. Med. 1956, 169, 453. 


We had previously noted that primidone (‘ Mysoline ’) 
had an obvious tranquillising effect in patients with 
athetotic hyperkinesthesia. The voluntary movements 
became easier and more controlled. The daily dosage 
was 25-250 mg. Meprobamate was, therefore, adminis- 
tered at the same time as primidone. A better effect 
was noted than when the two drugs were given separately. 
These results are encouraging and further trials should 
be made of meprobamate in cerebral pareses. 


* Miltown ’ was kindly made available by Lederle Labora- 


tories. 
Rigshospital, Copenhagen. K. H. Sparvp. 





Obituary 


JOHN HERBERT PARSONS 
Kt., O.B.E., M.B., D.Sc. Lond., LL.D., F.R.C.S., F.R.S. 


Sir John Parsons, who died on Oct. 7 at the age of 89, 
was rec i by his age and patients as an out- 
standing and sympathetic clinician. By the physicists, 
per tine be of and engineers to whose work on vision and 





hting he offered the assistance‘of ophthalmology, he was 
also recognised as an outstanding scientist. By his work 
and his character he had won the admiration and affection 
of both groups. 

He was born in Bristol, and he began his scientific 
education in the university there, where he held a Gil- 
christ scholarship. He con- 
tinued his studies in London 
at University College and 
took the B.sc. Lond. with 
honours in physiology in 
1890. Two years later he 
took the M.B. from Barts 
For a time he acted as assis- 
tant to Schafer at) Univer- 
sity College. His interest in 

hysiology remained with 
bint all his life, but he now 
turned especially to ocular 

hysiology. About this time 

e began his association 
with the -Royal London 
Ophthalmic Hospital, at first 
as a clinical assistant and 
later as curator and libra- 
rian; and the background of 
the four volumes of his 
Pathology of the Eye, the 
first of which appeared in 
1903, was the museum at Moorfields. This immense work 
not only won lasting fame for its author but changed 
ophthalmology from an empirical to a scientific specialty, 
and attracted students to Moorfields from all over the 
world. In 1903 Parsons was appointed to an Arris and 
Gale lectureship of the Royal College of Surgeons of 
England, and he received the Middlemore prize in 1904, 
The same year he became assistant ophthalmic eon 
to University College Hospital. The staff of this medical 
schooi at that time has been described as “ a collection of 
isolated geniuses’; Parsons in his own way maintained 
the tradition of genius if not of isolation. In 1907 
appeared his Di of the Eye, a beautifully written, 
compact, yet eg er book, which under Sir 
Stewart Duke-Elder’s editorship is still known to every 
ophthalmologist. 

But even in these early busy years of writing, teaching, 
and practising, Parsons found time to study the ractical 
conditions of lighting and how they might affect the 
hygiene of the eyes. In 1909 he helped to found the 
Illuminating Engineering Society, which was set up to 
‘investigate lighting scientifically and to disseminate 
knowledge which might lead to improved standards of 
practice.’’ Parsons became the first chairman of the coun- 
cil of the society, havi with characteristic modesty 
declined the presidency use he thought the first 
president should be a physicist or an engineer. He read 
the first technical paper to the society, taking as his 
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subject Glare, its causes and effects. In 1921 he served a 
term as its president, and he was elected an honorary 
member in 1943. 

As a member of the Home Office Departmental Com- 
mittee on Lighting in Factories and Workshops, set up 
in 1913, Parsons visited many factories and acquired a 
first- hand knowledge of industrial conditions. ‘After the 
Factories Act of 1937 made “ sufficient and suitable 
lighting ’’ in all factories obligatory, the committee was 
reappointed to advise the Minister as to the standards to 
be prescribed. Parsons was again a member, and in 1940 
he signed its fifth and last report, on which the present 
Factory Lighting Regulations are based. 

From 1928 to 1932 he was a member of the Medical 
Research Council, and he was chairman of the council’s 
physiology of vision committee. He was also a member 
of the illumination research committee of the Department 
of Scientific and Industrial Research. His enthusiasm for 
research made him most anxious for the establishment of 
an institute of ophthalmol in London. Between the 
wars he was in touch with the Rockefeller Foundation, 
and he had great hopes of obtaining a grant from that 
body. However, first the financial recession in the 
’thirties and later the war postponed these hopes, and 
when the institute of ophthalmology of London Univer- 
a. Toa finally established he was immensely gratified. 

e impressive lists of reports published by the com- 
mittees on which he sat are tangible evidence of his 
influence. Less tangible but perhaps even more important 
was the encouragement he Uffered to young workers. Of 
these K. T. writes : 


Sir John’s vast knowledge and scholarly approach to the 
subject provided the best possible example for anyone begin- 
ing work on vision; and his unfailing interest and help, not 
only in the form of encouragement but of practical assistance, 
made a great difference to us all when we were comparatively 
unknown and very junior. I remember several delightful tea 
parties at his house in Queen Anne Street before the war, 
made memorable by most helpful discussions in which his 
whole tremendous knowledge was at one’s disposal. Even 
after the war, long after he had retired, Sir John was present 
and often played the host at gatherings of those interested 
in the scientific aspects of vision. I particularly remember 
him at the Thomas Young oration given in 1945 by Prof. 
ar Granit. At that time Granit’s electrophysiological 
work on the colour mechanisms of the retina was unfamiliar 
and his results were hard to understand in relation to the 
then accepted theory. Sir John was frankly sceptical of their 
importance. But his mind was elastic enough to embrace 
new ideas and eight years later (in the introduction to the 
British Medical Bulletin on the physiology of vision) he wrote 
that Granit’s work on the neurophysiology of vision had been 
h-making’’ and his discovery of dominator and 
modulator curves “ of great significance.” 


Of his eR Nenad his colleagues knew less, 
but as H. C. W. writes 


Some inkling there was in 1918 when Parsons published 
Mind and the Nation, and again when he was 82 and published 
his last book, entitled The Springs of Conduct. Naturally it 
was on informal occasions that one came to know best the 
inner man behind the fagade with which, like most of us, he 
faced the world. He was not demonstrative but he made 
abiding attachments. Of course he was critical—no-one with 
such a penetrating and analytical mind could be otherwise— 
but he did not stint praise when praise was due. His affection 
for those who captured his interest, either by their personalities 
or the merit of their work in those fields of study dearest to his 
heart, was sincere, and he inspired in them not only the 
feeling of respect due to a man of his erudition but also a 
feeling of almost filial affection. 


During the 1914-18 war Parsons had served as con- 
sultant ophthalmologist to the Armed Forces with the 
rank of colonel A.M.S., and after the war he served on the 
advisory medical councils of the Air Ministry and the 
Admiralty. For these official services he received his first 
official honours. He was appointed c.B.z. in 1919 and 
knighted in 1922. His emic honours included his 
election as F.R.S., and honorary degrees from the Univer- 
sities of Edinburgh and Bristol. When he visited the 


United States in 1936, while holding the presidency of 
the Royal Society of Medicine, he received-the Lucien 
Howe medal of the American Ophthalmological Society. 


In 1948 the Faculty of Ophthalmology and the Ophthal- 
—— Society of the United Kingdom presented 

portrait as a gift from his English colleagues to 
mark his 80th birthday. Two of them have sent these 
tributes to their friend. H. N. writes: 


Parsons’ manner was a little reserved, but this was the 
remnant’ of shyness from which he confessed that as a young 
man he had suffered. This doubtless also accounted for his 
quiet manner of speaking in public, as when yg hae — 
at a professional meeting or when making a 
wide knowledge of the English language and ‘his his ahaa 
agility made it sometimes not too easy for those less well 
equipped to follow him. One of his greatest affections was 
for music, and in earlier years: he used to attend orchestral 
concerts and follow the music in a miniature full score. As 
a colleague he was admirable, always ready to interest himself 
and to help in any professional problem. 


R. A. G., who was one of Parsons’ students at Moor- 
fields, returns to his work as a teacher. 


Before the first war, numerous students from America 
who then thronged the hospital and who knew of his inter- 
national reputation, crowded round him. He was, however, 
inclined in the course of his teaching to forsake purely clinical 
matters and to discuss somewhat abstruse problems concern- 
ing the physiology of vision and the higher mathematics of 
optics, which were above the level of education of the average 
student. When Parsons reached the recognised retiring age of 
60 from the staff of Moorfields, the committee of management 
waived their usual rule so that he continued to serve on 
the active staff till he reached the age of 65, and, as far as 
I know, his is the only case in which this rule was set aside. 

Parsons was an omnivorous reader and his interest in and 
knowledge of many subjects were unrivalled. These, in addi- 
tion to more mundane subjects, included pathology, physio- 
logy, psychology, mathematics, and to some extent music ; 
of this last, perhaps, his appreciation was chiefly intellectual. 
He was an inveterate traveller, and besides his visits to the 
U.S.A., where he had numerous friends and admirers, he 

to see a good many European and other countries. 
Even late in life he undertook yearly cruises. 

He did not suffer fools gladly, and at times was inclined to 
be somewhat hasty in his judgment of people. This trait 
combined with a satirical sense of humour no doubt occasion- 
ally gave offence, but even his most caustic sallies were ever 
accom by a kindly and disarming twinkle of the eyes, 
and he would always listen, however disapprovingly, to the 
—— man int of view. He dearly loved an argument. 

His mind id y memory remained unclouded till the end and 
his conversation always stimulating, but of later years his 
increasing deafness made verbal interchange of ideas more 
difficult. Parsons as a friend was a most lovable and human 
person, of one of the most brilliant intellects with 
which it has been my good fortune to be associated. He was 
truly a very great man. 
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KENNEY, Pa’ tricia M., M.B. Lond., D.c.H.: assistant aes Aga: 


McCativM, J. 1 Bos MB. Edin., F.R.C.8.E.: consultant E . Surgeon, 
Edinb ne pecibesn a group of hospitals and Royal “Hospital for 
Sick Children, Edinburgh. 

OLIVER, R. M., 


M.R.C.P., D.C.H. : Bee M.O., Surrey. 
O’ RouRKE school M.o. and assis- 


Florence 
tant M.0.H., age 
., Bs en assistant me te 
at een diagn: ‘Middlesex E Hospital, London. 
Regional Hospital Board: 
Eprineron, G. M., M.D. Glasg., D.C.P., D.T.M. & H.: consultant 
, Whiston and "HH 


.P., M.B., N.U.I., D.P.M.: consultan’ t psychiatrist and 
superintendent, ras ie. 

. E., M.B. Lpool, M.R.C.P., D.C consultant peediatri- 

yal Liverpoo i Children’s Hospital and Broadgreen 


H 5 
i T. R., M.D. Lpool, M.R.c.P.: consultant physician, 
eral Hospital. 


oy mw 
L., M.B., N.U.L.» D.P.H. 





tendent, Rainhill Ho: 


d spi 
now ee IRENE Pp. ee P.M. : consultant physician in 
geriatrics, Chester and W areas. 
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Notes and News 





THE ROYAL EYE HOSPITAL 
Be THANKSGIVING service in Southwark Cathedral on Oct. 22 at 
— -, when the Bishop of London will preach, will commemor- 
aa centenary of this famous hospital. It was opened by John 
Zachariah Laurence on Oct. 12, 1857, at 6, St. George's Circus 
and named the South London Ophthalmic eee ae For 
the first three years of its life Henry Maudsley 

and chairman and its early surgeons included Robert Bradenell 
Carter (1870-77), who succeeded Laurence, and Malcolm 
Macdonald McHardy (1877-1909). At the time of its inception 
there were already 12 ophthalmic institutions in London and 
25 in the wap ronan ony sen oe yl yg bea yt po 
becoming industrialised. Like almost all special 
heniialy te its pene wes ds was op) by the profession as a 
whole and like all charitable institutions of this time the 

original makeshift premises soon proved inadequate. 


In 1892, after eighteen frustrating years of abortive negotia- 
tion and much planning, a new hospital with 40 beds was 
o— on the present site at a cost of £34,000. It is significant 
that the first estimate to build and equip the new hospital 
drawn up in 1880 on the basis of 30 beds was but £8000. 
Prof. Arnold Sorsby, in his interesting history 4 of the hospital, 
attributes the enormous difference between estimate and 
eventual cost to “greater ambitions” necessitated by the 
growing demands on the hospital. 


When the new hospital was opened it was right up to date 
with fireproof doors, staircases designed especially for the 
blind, ting by electricity, and a refreshment bar. But once, 
again the demands of the public exceeded the supply of 
amenities, and by 1902 the overcrowding was becoming serious. 
Festival dinners and other expedients were invoked to eke out 
income, and step by step the beds were with ingenuity 
increased to 55. The site of the old Surrey Theatre was pur- 
chased in 1931 and its demolition completed four years later, 
but rebuilding receded as war became more certain. In 1941 
the hospital was seriously damaged by incendiary bombs, and 
85 beds were made available in Surbiton for the patients, who 
fortunately had suffered no harm. In 1944, 64 were found 
at Lambeth Hospital. The last twenty- -five years have pro- 
vided, as Professor Sorsby relates, “ the same back-b 
work, the same heavy obstacles, the same drawn-out hopes 
but also the same steady, increasing progress towards a clearly 
perceived goal.” 

THE NURSE AS STUDENT 


Tue technique of job-analysis, which was used in the 
Nuffield Provincial Hospitals Trust’s study of the work of 
nurses in hospital wards, has now been applied to the work of 
student nurses. Mr. H. oe » who was associated with 
the Nuffield report, has relied on it, as well as on question- 
naires and interviews, in the investigation which he has lately 
made for the South East Metropolitan area nurse-training 
committee.? He considered the work of student nurses in 10 
different — and found that they spend about 87% of 
their available time in nursing duties and 13% in theoretical 
training. The amount and range of practical experience that 
the student gains during her nursing duties seeereny. varies 
greatly from hospital to hospital. This probably is because the 
allocation of a nurse’s time, especially when staff of all grades 
is scarce, must often a on the patients’ needs. This may 
be inevitable, but equally inevitably, as Mr. Goddard’s evidence 
confirms, it means t heb bee time is not always spent to her best 
advantage as a student. 


INDUSTRIAL MEDICINE ON TYNESIDE 


Tue Nuffield department of industrial health, 
College, Newcastle upon Tyne, has com: its first di 
Its report > for 1951-56 —* some indication of the range of 
its investigations—from injuries to vanadium poisoning 
(a hazard which may increase) and from coalminers’ pneumo- 
coniosis to experimental psychology. Under the direction of 
Dr. R. C. Browne, the Nuffield professor, the department also 
engages in advisory work and undergraduate and postgraduate 


1. Royal Eye ospital, St. Geo ay nad Pp. 24. 1s. 6d. Obtainable 


%, 





from ti op s Circus, 8.E.1 
2. The Wor! ey ey patti Sbibes . 1957. 
pA ne cs (post free’ from the committee, 11, Portland-place, 


3. Nuwhelt D Depa acne of Lag me Health : Second 
Report. King’s Co 
Durham, 1957. 


Oniversity of 
Newcastle upon Tyne, Gtrendiey of 


teaching ; and a hope is expressed that in future doctors will 
be t more about the relationship of work to health, and 
how “ to prescribe work with the same specificity as medicine.” 

In April of last year a survey was begun of the industrial- 
health provision in ; and workers, management, 
doctors, and nurses are being asked what they think is needed. 
When all information feang been collected, a plan will be out- 
lined for a industrial health service. It might take 
the form of two tiers: (1) a field-treatment tier financed and 

y both sides of industry, and (2) an adviso' 

tier formed ty a regional industrial hygiene mt, it will fa te 
such a service comes into being, says the , it will further 
cement the bonds between the college, | industry, and the 
National Health Service. 





University of London 
At recent examinations the following were successful : 


ae ARB nm Alldis, M. E. ig Monica B. Bishop, 
peeze Boczarow, P. D. Byers, F. Chat J. 8. emer 
K. G. Gadd, D. J. Hansman CO. Le C. Hashoe 
=, A. Khan, P. R. Lim-Chow an Te D. 


K. P. 

Mallik P; Manandhar, A. D. Moore, “V' elup a ‘nat, 

Harold Rin, 8.4. Rifkin, C. Soh A eageemen, Rejapi 
oodles age K 


D.P.H.—¥. 1. da Costa, M. M moa ulesza, 
eg B. =rnen, M. A. Malik, * Bhatohite Siribodhi, Ah Yen Wong 


University of St. Andrews 
Dr. Ronald Davidson has been appointed to an assistantship 
in pathology in Queen’s College, Dundee. 


Royal College of Surgeons of England 

At a meeting of the council on Oct. 10, with Sir James 
Paterson Ross, the president, in the chair, Mr. N, R. Barrett 
was admitted to the court of examiners. 

The Mitchiner medal was presented to Lieut-Colonel P. D. 
Stewart, the Lady Cade medal to Squadron-Leader E. J. 
McGuire, and the Handcock prize to A. W. Asscher (London 
Hospital Medical School). 

Diplomas were granted to the following: 
F.R.C.S.—G. J. Bendeich. 
F.F A. eRe Ao Clark-Roberts, T. V. enone: tiation 3. 
Record, J. J . im Whelan, Shirley F. Douneez. 
y. S. Oxiivie. C. si) Sanders Milne. Cc. R. Climie, Pauline W. 
6 Hi Goctizate, G." G. W. Be ng . C. 
A TYoung P aiilie, Ges "Dae D ‘4. Walmsley. ‘ 
M.R.C.S.—G. Andem, Dorothy, 'L. Hall, J. R. Lang, Jayamanee 
Vcananaaane, F. C. Worlock. 


The following diplomas were granted jointly with the Royal 
College of Physicians : 


Bon — te Swarup Agarwal, ae yg eee kg h, 
. Allen, G 7 re eae Adib Baban, sreaetay T, e, 





tee 
se 


Christine ag A Siu-Tze Kwan, Fazleabbas 

G. M. Lewis, Muriel M. ici, K. E. i, Lovell, Christopher ydon, 

John Mcintosh, J. B. Mc eWiltam, Violet Ma 

Khin Kyi, G. N. Marsh, hae, Eve M. Ma , John 

eee een oie yi. Moody Sepanap x : 

oan ° on ie, 0) y. yanapuram l, 
N E. Noad, G. D. Officer, fileen M. 


ewman, 
O'Neill, J. W. Platt, D. A. Pot! Mary Price, D. 8. C. Procter, 
eill, J .W. Piatt. D. A. Pottingus, Mary Px mith BW 


Shackleton, Ali Ahmed Shaikh, Margaret H. Sm a Smith 
3 M. B. Watts, H J. Weston, py 
Hock Boon Wong, Ethel it Wright 
D.T.M. & H.—Colundalur Achuthan, Khy 
1. Muhammad 





narain Ni ow R , 
Pandey agent Gaffar Pasha, K. M. Patel, V. Patel, Abd 
adir, M. J. R Karo! 








honen Mohi , Mukteshwar Prasad 

G. H. J. Teichier, Margaret H. Tripp, S. A. Wahid, D. E. Worsley, 
D.O.—E. R. Asregad: 

OI padhyay, Roy D. 

Zvi Gelman, J. KG. Ww. 
Harrison, Rosemary Hawe, D. G. Johnston, M. H. Luntz, M. K. 
Menon, ©. A. L. Palmer, J. L. Pearce, G. R. A. Raad, Gopi Nath 
Saha, M. S. Sampath, U. C. K. Satsangi, H. A. Stein, EB. St. EB. 
Thompson, T. N. Ursekar, E. H. Wallace. 

D. Phys.Med.—A. W. Burnell, A. L. Bass. 
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Institute of Dermatology, London 

The second semi-permanent exhibition to be held at this 
institute, Lisle Street, W.C.2, from Nov. 4 to 25, will be by 
Dr. D. Geraint James and Dr. A. D. Thomson on sarcoidosis, 


Institute of Child Health, London 

The Simpson Smith surgical essay prize for 1957 has been 
awarded by this institute to Mr. P. P. Rickham, for his essay 
on the treatment of ectopia vesic# and vesico- intestinal fissure. 


Central Mediterranean Forces Surgeons Club 

The annual dinner of this club_will be held on Saturday, 
Oct. 26, at 7 p.m. at the Royal College of Surgeons of England, 
Lincoln’s Inn Fields, London, W.C.2. Further particulars may 
be had from Mr. Harold Burge, 73, Bathgate Road, S.W.19. 


British Council for the Welfare of Spastics 

At the annual meeting of this council to be held on Wednes- 
day, Nov. 13 at 4.30 p.m. at B.M.A. House, Tavistock Square, 
London, W.C.1, Prof. Alan Moncrieff will speak on cerebral 
palsy today. Tickets may be obtained from the secretary, 13, 
Suffolk Street, London, 8.W.1. 
West Cumberland Hospital 

On Oct. 4 Mr. E. F. Collingwood, chairman of the New- 
castle Regional Hospital Board, laid the foundation stone of 
the West Cumberland Hospital at Homewood, Hensingham, 
near Whitehaven. The stone was built into the wall of 
the psychiatric block. The tuberculosis block was opened in 
January (see Lancet, 1957, i, 1051). 
Royal Institute of Public Health and Hygiene 

This institute has appointed Prof. A. Bradford Hill as the 
Harben lecturer for 1957. His three lectures will be given at 
the institute, 28, Portland-place, London, W.1, on Monday, 
Tuesday, and Wednesday, May 19, 20, and 21, at 5 p.m. His 
subject will be the experimental approach in preventive 
medicine. . 
Nuffield Foundation 

In honour of Lord Nuffield’s 80th birthday, the Foundation 
has offered the University of London £80,000 for the endow- 
ment of a professorship of child surgery at the Institute of 
Child Health and the Hospital for Sick Children (Great Ormond 
Street), and the Fiji Central Medical School at Suva £15,000 
to establish a department of social and preventive medicine. 


Postgraduate Travelling Fellowships 
A limited number of postgraduate travelling fellowships for 
medical or dental practitioners are being offered by the British 
Postgraduate Medical Federation to applicants who hold 
_ appointments at one of the undergraduate teaching hospitals 
or medical or dental schools or postgraduate institutes of the 
University of London. Their aim is to enable those in training 
as specialists to obtain experience at universities or other 
centres in the United Kingdom or abroad. Further details 
will be found in our advertisement columns. 


Hospital Building and the National Economy 

Mr. Derek Walker-Smith, the new Minister of Health, 
speaking at the centenary dinner of the Bradford Royal Eye 
and Ear Hospital on Oct. 7, said that the pace of new hospital 
building must be linked with the country’ 8 economic position. 
Today good work was often being done in old or obsolescent 
buildings, and he appreciated that such buildings were not 
merely tiresome to work in, but often the cause of real harm to 
the service provided. ‘“‘We are,” he continued, “replacing them 
as fast as we can. But it would be wrong to give the impression 
that we can go as fast as we would like in present economic 
circumstances, and still more wrong to suggest that we can 
divorce the pace of our progress from the general economic 
realities of life. We cannot do all we like as fast as we would 
like. But we are well aware of the needs of hospitals, and we 
will certainly do what we can in the general context of a sound 
national economy, on which our hospitals, our social services, 
and much else besides inescapably and unreservedly depend.” 





On Oct. 7 Mr. Denis Browne received in Chicago the Ladd medal 
for pediatric surgery from Prof. Orvar Swenson, ae of the 
Surgical Section of the American Academy of Pediatri 

At the Congress of the Internation] Union of mete Medical 
Services held in Paris recently, Dr. J. Sharp Grant, costenal medical 
officer, Eastern region, British Railways, who is vice-president 
¢ | ~ gepes was presented with the medal and scroll of the City 
of Paris 





CorRIGENDUM: Welfare Food Changes.—Last week (p. 737) 


we said that manufacturers of proprietary dried milks and 
infant cereals had been asked to reduce the vitamin-D fortifica- 
tion of their products to 300 I.v. per oz. 
for the cereals. 


This is_porrect only 


Diary of the Week 





Sunday, 20th 
or LARYNGOLOGY AND OTOLOGY, Gray’s , Road, W.C.1 
10.15 a.m. Mr. Anthony Radcliffe: Common , Nose, and 
Throat Conditions. 


Monday, 21st 


HUNTERIAN SOCIETY 
8.30 p.m. (Talbot Restaurant, London Wall, E.C.2.) Mr. J. C. 
Ainsworth-Davis: The Vagaries of Hematuria. (Presi- 
dential address.) 
Tuesday, 22nd 


ROYAL SOCIETY OF ier, 3 Wimpole Street, W.C.1 
8 P.M. Medicine. Dr. W. A. Bourne: Medicine at the ‘hentahadies. 
(Presidential oh 
St. Mary’s Roar wd ScHOOL, London 
M. Joekes : Anuria following Labour and Abortion. 


5 p.m. Dr. \ 3 
BRITISH DUATE MEDICAL FEDERA 
5.30 P.M. (London “= of ifpgameé and Tropical Medicine, 


Keppel pe gl Prof. W. S. Peart: Some Bio- 
chemical Hypertension. 


West END a oR Saar AND NEUROSURGERY, 91, 


Street, W.1 
5.30 is ir. Gy Nissen : Mechanisms of the Carpal Tunnel 
Inerrrurs oF DEnaarorocy Lisle Street, W.C.2 
5.30 P.M. Dr. N. R. Mackay: Radiation Physics (first of two 


lectures). 
Bre ARMY MEDICAL COLLEGE, Mill 
Mr. R in Pancreatic 


bank, 
odney Smith: Recent 1 
™ surgery. 


Wednesday, 23rd 


“7 ‘Endocri 4 oe Dr C. N. Armstro: Clinical Diagnosis 
P.M. ng : 
of Sex. (Presidential mg ) 
8.15 p.m. General Practice. Dr. John H. Hunt: Peripheral Vas- 
Disease in General Practice. (Valedictory address. “ih 
POSTGRADUATE emenas. ScHooL, Ducane Road, W.12 
2p.M. Dr. F. V. Flynn: Electrolytes. 
OF DERMATOLOGY 
5.30 P.M. Dr. Arthur Tickner: Vitamins and Skin Metabolism. 


INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, W.C.1 
5.30 P.M. Dr. Paul Sandifer: Heredo-familial Degenerative Dis- 


orders. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 
5 P.M. Sir Clement Price ae: 5 Sao of the Lung. 
“es: gy 2 ‘ital, NeW.8.) Mr. J. 2 Pi Dr. 
-15 P.M. . Piercy, 
Richardson: Myasthenia 


Gravis. (A film will be Bm ) 
Roya INSTITUTE oF PuBLIC HEALTH AND HYGIENE, Portland 


1 
3.30 p.m. Mr. W.E. Tucker: The Active Approach to the Treat- 


ment of Injuries. 
noe MEDICAL “Sociery, Medical School, Manchester 
4.30 P.M. gy Ry Prof. N. F. Maclagan: Tests of Thyroid 
Function. 


Thursday, 24th 


ROYAL SOCIETY OF aw ay ma 2 
8PM. Ui . Prof. L. N. Pyrah: The Renal Stone. 


-) 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 p.m. (London School of H e and Tropical Medicine.) 
Prof. G. L. Montgomery : e Problems 9 the Pathology 
of Coronary Artery Disease 
INSTITUTE OF se im - oY 
5.30 p.m. Dr. 8S. Gold: Connective Tissue Diseases. 
INSTITUTE OF > at TRY 
3 P.M. (Maudsley Hospital, S.E.5.) Dr. W. H. Thorpe: Drive and 
Instinct in ‘Autmals (second of three lectures). 
NUFFIELD ORTHOPEDIC CENTRE, Wingfield-Morris Orthopedic 


Hospital, Oxford 
Studies in American Orthopeedics. 


8.30 p.m. Mr. R. G. Taylor: 
HoONYMAN GILLESPIE LECTURES 

New Buil . Teviot Place, Edinburgh.) 
cations of Acute Virus Hepa- 


(Presiden- 


5 P.M. (Universit 
r. Sheila Sherlock : Comp. 
titis. 


Friday, 25th 


ROYAL Society OF MEDICINE 
5 P.M. iatrics. Mr. E. Gwynne-Evans, Prof. C. F. Ballard: 


The Mouth Breather. 
and li: Some 


8.15 P.M. ir Arthur Gemme! 
E es in Ovarian Surgery. (Presidential address.) 
Pogsenaviase @ MEDICAL ScHOOL 
10 a.m. Mr. W. J. Lytle: The ae. Bile Duct. 
INSTITUTE OF LARYNGOLOGY AND OTOLOG 
3.30 P.M. Mr, &. E. Birdaall; Injuries to the Nose 
RoYAL COLLEGE OF PHYSICIANS OF EDINBURGH, Edinburgh, 2 
5 p.m. Dr. W. techie Russell: The Physiology of Learning. 
(Morison lecture.) 








Births, Marriages, and Deaths 
BIRTHS 
CooperR.—On Sept. 22, in the Oak eg ape Memorial 
Hospital, Ontario, to Elizabeth (née Kirk) wife of Dr. Michael A. 


Cooper—a son 

HoLiMan—On Oct. 10, at University Fp Sept London, to 
Dr. Catharine Hollman Cenpeey taaen and Arthur Holl- 
man—a daughter, Barbara Jean. 
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Antibacterial 
—but not an 
antibiotic 


DEQUADIN 
lozenges 


In tubes of 20 lozenges, each 
containing 0°25 mg. Dequalinium chloride 


DEQUADIN, a potent antibacterial substance with marked antifungal 
properties has a wide antimicrobial spectrum. It is non-toxic, and 
when administered in the form of Dequadin Lozenges it provides 
effective therapy for common infections of the mouth and 
throat. 


DEQUADIN is not an antibiotic and no cases of 
sensitivity or the dévelopment of resistant 
strains have been reported following 
the use of Dequadin Lozenges. 
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Safe, Quick, Effortless 


THE DESOUTTER PNEUMATIC BONE SAW has in the past few years been 

used with notable success by many famous orthopedic surgeons. 

It is quite safe. Because it is a pneumatic tool there is no risk of explosion. 
Though it is a small instrument, weighing only 14 lIbs., it has 
ample power and will cut bone grafts with single or double 
saws with ease. The speed is controlled by the trigger in the 
pistol grip which is very light in action. The considerable 
power of the motor, even at slow speeds, makes the 
insertion of long bone screws very easy and very 

quick, relieving the surgeon of all physical effort 
in such operations as the application of 

onlay grafts and plating work. is g 


The Desoutter pneumatic bone saw will 













ba 


a 


give a lifetime of service with no X% 
attention apart from an occasional 
oiling. 

Descriptive literature will 
gladly be sent on request. 





Desoutter 
PNEUMATIC BONE SAW 


Desoutter Bros., Ltd., The Hyde, Hendon, London, N.W.9. Tel: Colindale 6346 (5 lines). Telegrams: Despnuce, Hyde, London 
CRC 14M. 


32 








THe Lancet] THE LANCET GENERAL ADVERTISER [Ocr. 19, 1957 








Arm socks - made to measure 





















Lastonet Elastic Net Arm Socks 
are made only to individual measurements, 


so that a perfect fit is always ensured. 





Their nylon or cotton 

elastic net gives firm, even support 

and is self-ventilating. They are in general 
use for the post-operative 

treatment of mastectomy. Also for 
oedema and other instances of 


loss of muscle tone or control. 


This diagram shows some of the types 

of arm sock available—Arm Socks A to 6, 
A to D, F to € (with mitten), 

F to D (with mitten); and Short 

Arm Socks (up to 12” long) 
for any part between A and 6, 





ELASTIC NET 
ARM SOCK 





@nm7 LASTONET PRODUCTS ‘LTD, CARN BREA, REDRUTH, CORNWALL 
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“Im actually enjoying this soft diet, doctor!’ 





A REALLY INVITING SOFT DIET MENU! 
Egg poached in Heinz Strained Tomato Soup to 
begin with. And for the second course, Heinz 
Strained Apricots set into a mould with gelatine. 
Enough to make the most finicky patient’s mouth 
water! 


i — — ee 



































Few patients like the idea of a soft 
diet. But you'll find they do cheer up 
and take an interest when you tell them 
about Heinz Strained Foods. 


These ready-to-serve, appetizing 
foods contain no spices or strong- 
flavoured seasonings. They are just 
freshly gathered fruits and vegetables, 
and choice meats, cooked to retain 
the maximum flavour and nutritional 
values. In fact the scientific care that 
goes into them makes them better than 
most home-prepared diets. The exact 
nutritional values of each variety of 
Heinz Strained Foods are set out in a 
special booklet. Please write for a free 
copy. 

Here are 19 varieties from which 
Soft Diets can be planned : 


Beef Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with 

Vegetables and Cereal 
Tomato Soup - Vegetable Soup 
Beetroot - Carrots - Green Beans 
Peas - Creamed Spinach - Apples 
Apple, Prune and Custard 
Egg Custard with Rice 
Plums with Semolina 
Prunes with Cereal 
Creamed Cereal 
Apricots with Rice 
Chocolate Pudding 


For hospital use, Heinz Strained Foods 
are obtainable from the usual suppliers, 
or direct from H. J. Heinz Company 
Ltd., Harlesden, London N.W.10. 


“HEINZ 


Strained Foods 


make a soft diet interesting 
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DANDRUFF.. 


.».a medical problem 





DANDRUFF (seborrha@ic dermatitis of the scalp) is a medical problem 
which you can treat effectively. Although your patients may never 
think of asking your advice, your prescription for sELSUN Suspension 
can give them lasting relief from dandruff— quickly, easily and 
economically. 

Just a few sELSUN applications relieve itching, burning and scaling 
symptoms. Once the scalp is restored to health, s—ELsuN keeps it free 
of scales from one to four weeks with each application. 

SELSUN control lasts. 82% of patients in a clinical study had no 
recurrence of seborrheic dermatitis even after they had used sELSUN 
for two years. 

Simple and pleasant to use, SELSUN is applied and rinsed out while 
washing the hair — it takes only about five minutes. 

SELSUN Suspension is available, with complete directions for use in 
2 tl. oz. and 4 fl. oz. bottles. 


»»:a prescribable answer 


write SELSU N 


(SELENIUM SULPHIDE, ABBOTT) 





Abbott 


ABBOTT LABORATORIES LTD - LONDON 











OTALGAN 


Contains Procaine 1°% Phenazone 5% 
in Anhydrous Glycerol 


indicated for 
painful affections 
of the 


middie ear 


Available for prescribing 
in bottles of 6 gm. (Basic price 2/4) 
in bottles of 12 gm. (Basic price 3/9) 


‘G) SERUMWERK BASEL 


Sole Distributors for Great Britain 
and Northern Ireland: 


UNICHEM LTD., LONDON 8.W.17 
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SUPPLIES OF THIS FOLDER 
ARE AVAILABLE FREE OF CHARGE 


“Reducing Your Weight” is a new and easily followed 
guide to diet for weight reduction, and includes some 
simple advice and a varied menu. The folder is designed 
for handing to the patient, whose name may be written 
in a space provided on the cover. 

Quantities of this folder are available free of charge to 
medical practitioners. For a supply, or a specimen copy, 
write to the Energen Dietary Service at the address below. 

The Energen Dietary Service, staffed by qualified diet- 
itians and under medical supervision, offers information 
and practical assistance in all dietary and nutritional 
problems. All services are free of charge, and practi- 
tioners are invited to apply for details. 


Available in the U.K. only. 
The Secretary 
ENERGEN DIETARY SERVICE 
25a, Bryanstone Square, London, W.1. Tel: AMBassador 9332 
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Resear ch The special consideration of physicians when pre- 
The House of Wander continues to maintain its scribing a malt and oil preparation is that of 
advanced position in pharmaceuticals and quality Vitamin values. Comparative studies prove that to 
food products because the standardization of active prescribe “Wander Brand” is to specify malt 
ingredients during manufacture is backed by careful ¢Xtract and cod liver oil of the finest possible 
control and investigation in its extensive Research quality. 

Laboratories. 


In Quality In the Service of 


The Wander Research Laboratories have made useful Medicine 


contributions in the fields of dietetics, nutrition and Careful control and investigation’ help to maintain 
are Their | wide ers and up-to-date “Wander Brand” in the forefront of its class 
laboratory facilities help to maintain the high quality Moreover, with all its special advantages “Wander 
of Malt Extract and Cod Liver Oil (Wander) the Brand” leehie éo sate teak ea aan it ad oll 
vitamin content of which exceeds that of the analogous : : ; : 

ay preparations with a lower vitamin content. 
B.P. preparations. 


A. WANDER LTD. 
LONDON W.1. 
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Where it is necessary to increase the intake of calories . .. When there 
is a poor appetite and little power to assimilate ordinary food... 
Lucozade will be found stimulating and palatable. It is of particular 
value when no other food can be tolerated. The instant appeal of Lucozade 
to the jaded palate is now a matter of general medical experience. 


cere 
B05 
‘eter 








Lucozade requires no preparation. It is a lightly 
carbonated glucose solution with an attractive 
golden colour and a pleasant citrous flavour. 

The liquid glucose content is 23.5% w/v 
or about 21 calories for each fluid ounce. 


LUCOZADE 









Phenoxetol 


THE WELL-KNOWN ANTISEPTIC 





Specifically designed for control of AGAINST 


symptoms associated with menopausal GRAM-NEGATIVE ORGANISMS 
disturbances, premenstrual migraine 


and tension, dysmenorrhoea. 


rormuta: Methyl Testosterone 2.5 me. NIPA 
Ethinyl Oestradiol 0.005 mg. LABORA WORRIES 

. Limired 
Phenobarbitone 16.0 mg. (3 gr.) sanpeaded vamagianaa, deat tw. chaniet 


LITERATURE FORWARDED ON REQUEST 


Sole Distributors for the United Kingdom 
.Ox01D) AN OXOID PRODUCT P. SAMUELSON & CO 


1, CRUTCHED FRIARS, LONDON, €.C.3 
Telephone : ROYAL 2117/8 





OXO LTD (MEDICAL DEPT.) 16 SOUTHWARK BRIDGE ROAD 
LONDON SE! TELEPHONE: WATERLOO 4515 
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DUNLOP 


‘Weathermaster 








FOR ALL MOTORISTS! 


Sure starting on any surface 
Superb road holding and safe cornering 
Top performance on normal hard roads 

ideal for all-year-round motoring 
Tubeless or with tube 





ml ia6 


built better to last longer! 


~ 
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All members of the 
Kenning Motor Group 

offer every facility to the 

new car buyer. No need to 

search for the car in your future. 

A wide range of cars is always avail- 
able for inspection and a trial run and 
our salesmen will discuss with you the 
merits of every model. Look for, the 
Kenning Motor Group Shield—it is your 
guarantee of complete satisfaction and an 


after-sales service that is second to none. 


THE KENNING MOTOR GROUP HAS 
OVER 90 DEPOTS IN 20 COUNTIES 





oe 


Est. 1878 


MOTOR GROUP 


Registered Office: 
GLADSTONE BUILDINGS, CLAY CROSS, DERBYSHIRE 
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BRITISH MILK FOR BRITISH BABIES 









gerd 


WILTS 


UNITED DAIRIES 








Fully informative booklet “Regal Evaporated 








Milk for Baby Feeding” on request 


NUTRITION DEPT - WILTS UNITED DAIRIES LIMITED - TROWBRIDGE - WILTS 

























ANCIENT IMPROVISATION 
Eastern surgeons in the Middle Ages 
made use of large ants for suturing 
purposes. The natural reaction of the 
ant was to fix its mandibles into the 
flesh on either side of the wound, 
holding the edges together. The 
head was then cut off, leaving a 
joining effect similar to Serris-Fines 
of present-day surgery. 


MODERN SOLUTION 
Modern surgery has the Dalmas 
Dumb Bell Suture for minor surgery 
normally requi titching. 

They are very fr ee and 
have the advantage of easy 
, application, speed and 
qy simplicity. Completely 
antiseptic, they adhere 

ree _ ner the 

nd closed. 


















yi 


Wii), a ae eee % 
ra, " eas 


Uy) 





2di(| DALMAS 












Dumb Bell Sutures are supplied in packs containing 
6 doz. ready for use. 


DALMAS LTD 
















Dalmaplast adhesive strap- 
ping has proved excellent for 
use in cases of ileostomy. It 
moulds itself to the contours 
of the body, is satin smooth 
and comfortable. Non-peel- 
ing, non-fraying, completely 
waterpri 


DALMAPLAST 
WATERPROOF 
STRAPPING 


Available in different widths 
and lengths according to the 
application. 





JUNIOR STREET 


LEICESTER 
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OQUABAINE ARNAUD 


A most rapidly acting, non accumulating strophanthus glycoside. 
Kept as International Standard in National Institute for Medical Research, London. 


FORMS 
TABLETS :2.5mg (1/24 gr.) Bottles of 40 and dispensing packs of 200 
AMPOULES: 0.25 mg (1/240 gr.) For intravenous injection. (Boxes of 6) 
Samples and literature on request. Exempt from Purchase Tax. 


LABORATORY NATIVELLE Ltd. 
74-77 White Lion Street, LONDON, N.1 18-19 Temple Bar, DUBLIN 

















For the treatment of Highly Efficient in 
VARICOSE INFANT ECZEMA 
ULCERATION || 2sesccicren Smamch ie 
ee 99 eczema. Quist pallays lechiing. Stengte and 
CELLANBAND”™ || 2 son, and doce not inerfore, where ether 

MODIFIED UNNA’S PASTE BANDAGE all chemists. 
OINTMENT 





























~ ESINOL 
9 /iR AND SOAP 
ee Full particulars from J. M. CURRY Agent for 
THE RESINOL CO., !2, FITZROY STREET, LONDON W.! 
ZU TT UN LT 
Z THE WORLD’S GREATEST BOOKSHOP 
THE ORIGINAL = oe LES So 
2 Famed Centre For 
DIACHYLON CREPE ADHESIVE BANDAGE = 2 
Both these effective and old-established bandages are = Medi Ca q Books = 
AVAILABLE ON E.C.10 = New, secondhand and rare Books on every subject. = 
P| 4 Li = Stock of over 3 million volumes. L 
ease send for Literature = 119-125 CHARING GROSS ROAD - LONDON: WC2 — 
= Gerrard 5660 (20 lines) ye Open 9-6 (inc. Sats.) 
Cicson, Govtatd sl Lil OLDBURY, B HAM = Nearest Station: Tottenham Court Road 
‘Phone: BROadwell 1355 ST OL 
PE lk yet HEIGHAM HALL, NORWICH 
Established in 1911 . . m d Tel.: BYRon 1011 & 4772 PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
(Incorporated Association not carried on for profit) of treatment carried out. A dation for Alcoholics and Addicts 
A private clinic for the treatment of the neuroses and nervous available. Special Geriatric Unit now open. Fees from 7 gns. per week 
disorders by psychotherapy and all modern physical therapies. upwards according to requirements. 
Apply to Dr. |. A. SMALL Telephone: Norwich 20080 


Apply: MEDICAL DIRECTOR 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D.., B.S. ANNE S, MULES, M.R.C.S., L.R.C.P. 
40 
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Beautiful garden and own dairy in 35 acres 


Telephones—TEIGNMOUTH 289 and 537 
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ST. ANDREW’S HOSPITAL f%nivousans 
NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 











This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary pa who are suffering fro 
ine iplent mental disorders or who wish to prevent recurrent attacks of mental trouble: temporary patients, and certified pationta 
of both sexes. are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with s special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided 
WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. There is an Coane Theatre, a ao Surgery, an X-ray Room, an Ultraviolet 
Apparatus, and a Department for Diathermy and High-frequency treatment. It also conta’ ns Laborevories for biochemical, 
bacteriological, and pathological research. Psychotherapeutic treatment is senbipell when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. Be 
Milk, meat, fruit, and vegetables are s mpolied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational i 
therapy is a feature of this branch, an patients are given every facility for occupying themselves in farming, gardening, and fruit ek 
growing. tai 
BRYN-Y-NEUADD HALL ‘ig 
The seaside house of St. Andrew’s Hospital is beeetieusy situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 1 
is trout-fishing in the park. He 
At all the branches of the Hospital there are cricket grounds, football and hockey Cone. lawn tennis courts (ras oe 
courts), croquet unds, golf courses, and pore greens, Ladies and gentlemen have their own gardens, an tociiitioe te 


provided for handicrafts, such as mtry, e 
For terms and further particulars aaa ‘to the Medical Superintendent (TELEPHONE : Northampton 4354 (3 lines)); who 


can be seen in London by appointment. 


SPRINGFIELD HOUSE CH Oe SE ae 
hone: BEDFORD 3417 Near BEDFORD . : ai 
for MENTAL CASES (including the aged) | Oa at 








A private Nursing Home for patients suffering from all forms of 


Fees from Ten Guineas per week Nervous and Psychological illness. Forty-four patients of both sexes. A } 

For forms of admission, &c., apply to the Resident Physician | certain number of elderly patients received. 1 modern forms of treat- f 
CEpRIc W. BOWER. —_ Haye nermey at — Ps, ae ss 4 Lg pene ; j 
ouses in adjoining grounds of 5 and 6 acres each respectively, 12 m ‘oh 

IETERVIRUS 1h SORDOR BE SUORNTEENS. north-west of London. Frequent trains Baker Street Station to Pinner. i Hi: 





i One-quarter of a mile from Pinner Station. 


WYKE H oO USE H OSPITAL Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 











ISLEWORTH, MIDDLESEX THE LANCET ~ { 
Telephone: EALing 7000 
A private home for the individual treatment of all forms of Annual Subscription: £3 3 0 per annum \ 
nervous and mental illness, including alcoholism. Special reduced rates to Medical Students and Doctors - 
H. PULLAR-STRECKER, M.D. G. W. SMITH, 0.B.F., M.B., CH.B. within 1 year of qualification. 








RUTHIN CASTLE. NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 
Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors i 
Inclusive charges Apply Secretary Telephone: Ruthin 66 


THE MEDICAL PROTECTION SOCIETY LIMITED He 


Over 60 years experience in medical deferice and protection 

Seliek Indemnity granted to members in cases undertaken on their behalf $ 

ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter : 

Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 : 


























Vacancies 

ACADEMIC AND EDUCATIONAL Page | Chichester Group H.M.C. Locum CASUALTY ra 
SECTION 43 P.-t. Cons., Sr. H.M.O. or Sr. Reg. 43 | Hampstead, N.W.3. Sr. H.O. ve Ob | beh 
ANASTHBTIOS Best G Grinstead. Queen Victoria. Sr. ons Prinee ot Wales's Gen., N.15. Pre- a i 
Pay, Mee, & Pa: ‘Mot. Glasgow ‘Northern Hosps. B.O.M. Sr. St, Nicholas, 8.E.18. Sr. H.0O. .. 45 ‘hh 

School, -W.12. Sr. Reg. 44 H.O. ‘ 48 | Whipps Cross, E.11. Sr. H. HO. .. 46 eA 
Lewisham, 8.E.13. ‘. H.O. .. 45 | Kettering Gen, Sr. H.O. .. aca Birmingham. Dudle Py Road r. H.O. 46 if) 
Memorial, 8.5.18. Sr.H.0... .: 44 | Haneliy, ge BOLO... $8 | Colnaster Grows Bit0. Si. 11.0, . " 

“ P ewcas rims! mn. Sr os ae 
Westminster, 8.W.1. Sr. H.O.’s .. 46 | Slough. Upton. 51 | Ilford. % George. Sr. H.O. «- 48 | sae 

47 | Welsh R.H.B 52 | Lianelly. Sr. H.O. .. at -. 49 








Bournemouth. Royal Victoria. Sr. West Bromwich Group of Reg. 48 | Ipswich & Suffolk. Sr.H.O. /. 49 fold 
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Leamington Spa. Warneford Gen. - Hackney, 1.9. “> + ee cepemmee 3 * Sutton, Banstead, RE. -B. mam, $s} 

Sr. H. 4 
Sheffield UG nited ‘Hosps. Reg. 51 | North West Met. bes H.B. P.-t. Cons. 44 | South Western R.H.B. Cons. 44 
Sidcup. Queen Mary’s. Sr. H.O. 51 Paddington, W.9. H.O. & Pre-reg. » Walesa _— > +» Reg. eer 52 
Seen & Casem. Be. HO, |; 33 | st Stephen's, 8.W.10. \Proveg. H.0. 45 | | Jr. ae 52 
Ss . “* « 

Warchaston tats Infy. eo H.M.O. | = ——s Maternity, 8.\ .W.20. H.O. br Wakefteld. Stanley Royd. Jr. ‘H.M.O. on 

4 > . ~ : 0) . 
ee oe a ace Woolwich Group H.M.C. Sr. H.O. & Northern Ireland Hosps. Auth. Reg. 52 
CHEST AND eS mg ewe 4a .0.’8 na ‘ie. a ; . a ix 46 
London Chest 2 oO : Bury St. mun Jes uffo! 

Barnsley Chest Service. Reg. 46 Gen. H.O 47 Middlesex, Ww. astern ie Sou th. ot 45 
Cardiff United Hosps. Sr. H.O. 47 | Canterbury. Kent & Canterbury. ai O. 47 otem B's Bog rm ui “ 
Cardiff United Hosps. Reg.. 47 | Chelmsford. St. John’s. H.O. 47 Scotland. 9 HB. sr 51 
Maidstone * Preston Hall BM acd. 18 | Baa ae ihty. wd. -: fh | Sheed REE Pt Come eS ae 

stone. reston r u ersne. oy n 
Manchester RLH.B. 49 Glasgow Wectharn Hosps. 5. OM. Northern Ireland Hosps. Auth. Cons. 44 
-— ~— Drayton. oe ‘Cheshire a om ss se .. _ 3 RADIOTHERAPY 
oint San. Sr. .f 8 ei 

Oxford United Hosps. | Reg. 50 | Manchester Northern. (Br. H.0. PPS eee EAS, Sy: 
York. Fairfield San. & 7 Hosp. Newcastle R.H.B Om. ; 43 eee ee > $e . 

Sr. H.O. 52 | Swansea. Sr. LO , 51 | RHEUMATOLOGY 
U.S.A. North Carolina San., "Met ‘ain. St. Stephen’s, 8.W.10. H.O.. 45 

Physicians on 44 | OPHTHALMO) Y . 

Lambeth, S.E.11. P.-t. Reg.. 44 SURGERY 
DENTAL SURGERY Stoke-on-Trent. North Staffs Royal Hosp. of St. John & St. Elizabeth, 
Royal Northern, N.7. P-t. Clin. Infy. Sr. H.O. 51 N.W.8. 44 
Asst. (G.P.) .. ‘? he -- 45 | Wolverhampton & Midland ‘Counties Hos for Sick ‘hild., W.C.1. Sr. H.0.8 44 
Eye Infy. St. HO... age 82 ob. of t, Jonn ‘x St. Elizabeth, 
EAR, NOSE, AND THROAT Dublin. oyal Victoria Eye & Ear. 44 
Scotland. South- ~-% R.H.B. + is oh ae rt te orth tee N.18. H.O. 45 

Locum Cone. & Se. rf North Middlesex, N.18. H.O. 45 
Scotland. Western R.H.B. P.-t.Cons. 44 ORTHOP ZDICS North West Met. R.H.B. ne ee 
Scotland. Western R.H.B. Regs. 51 | Albert Dock Orthopedic & Prectare, dington Pre-reg. H.0.’s.. 45 
GERIATRICS B » na foal a0. 3. * ~ St. Giles, SE.5.. H.O. 4. 45 4 
St. Francis’, S.E.22. P.-t. Clin. Assts. 45 | Beverley. Westwood. H.O.. 46 jie ag ay 7h . .- rr} 
South West Met. R.H.B. P.-t. Cons. 43 Bury St. _Eémande. West Suffolk pete ee orth aie 2. a 
Bleokparn Pe cere see 47 Gen. 5.0. ad Ge. BO. .. yi Barrow-in-] North Lonsdale. 

Cardiff United Hospitals. 46 
Chesterfield. Scarsdale. Jr. HLM. 0. 47 | Chertsey. St. Peter’s. Mg 7 O. or H.O. 
Leeds R.H.B. 43 ‘he! oy fo. i tha 2? 8 = 4 s Stortford. Herts & Essex 4s 
Durham County. Sr. H.O. 
BOacrs SenAses Ipswich & East Suffolk. Sr. H.O. :. 48 | Bournemouth. Royal ‘Victoria. H- 0. ‘a 
Cambridge United Hosps. {7 | Igleworth. West Middlesex. Reg... 49 | Bitningham Accident. H.0."% 46 
Manchester R. “HB. aot he aE. Wa. i — Norfolk & Norwich. Locum so Bury t. Edmunds. West Suffolk pe 
2ortsmouth Group >. r. oe 
Stockport. Cherry Tree. Sr. 1.0... 51 | Nottingham Gen. Sr. H.0. & Locum = Blackburn: Royal Inty. E 0." no. 
—— me ss nails tiles Fyne. Mount Gold cuguenee. ns po ae eer rd om “Lect rg. 3 tf 
readno t Seamen's, 8.E.10. - ~ ats me Chichester. Semen 
- reg. H. D. cen. NWS ‘Pre ites ae outh Group H.M.C. “Pre-reg. 50 | D b HQ. es it on . 47 

yyy a Gm... bes aur’ we. 44 Southampton. ‘Royal South Hants. an eet Me oF ieee on 3 
Mile End, ag FT ae 45 . i n Hitchin. North He ras 48 
North Middlesex, N.18. H.O." ‘! 45 | Scotland § South-Eastern R.H.B. Huddersfield. Royal I 48 

Ww > Locum Cons. & Sr. H.M.O. 44 a0. . 48 
Paddington, W Pre-reg. H.O.’8 .. 45 Tunbri Wells. Pe b Sr. H.0. 52 & Dist. 8. 
Paddington, W.9. Reg. 45 | Tun os he ‘embury. 32 cirke cal ldy Gen. He 0/8. 49 
Prince of Wales's Gen. N.15. Sr. H. 0. 45 | Welsh R » iataate “Haunts : 49 
St. Charles’, W.10. Sr. Bo. 45 | Winchester, Royal Han ounty. 52 Uteentr Royal Infy. Sr. H.0./Pre- 
St. Mary's, | 'w. 2. weg: & BO. 5. & Sr. H.O. - we ee - H.O. peecnoree 49 
St. Stephen's, TRI saaeiiaaiee 
University College Hosp., W se ro "se “6 Hosp. for Sick Child., W.C. .C.1. Sr. H.0s 46 | Manchester. Woot Manchester 1.M.c. pe 
St. Ann’s Gen., N. 0 Seve 2 . 
Ashford, Middx. Reg... 46 nd Manchester R.H.B. & United Hosps. 
Bangor. Caernarvon & Anglesey Gen. ees 8 Hosp., Child’ . Dept., Ww. 10. 45 Sr. x rH han in an 
-O. 46 | whittington, N.19. Reg. 46 | Morecam Queen Victoria. Sr. ‘i 
[ovelar Gere rocum TOE. e uo. 49 | Birmingham "United Hosp. as ok 46 | wanchester. Ghiristie” Hosp. & Holt ¥ 
Bishop's Stortford & Dist. Sr. H.O. 47 5. fo. - cst Suffolk |. |” Radium inst. Gr, 1.0. 49 
Dograsmouth. Christchurch. Pre-reg. Newcastle R.H.B. 50 | Mitcham. Wilson. Sr. #- o. 50 
‘ 47 | Plymouth. South Devon & East Nottingham City. H.O 50 
Bury St. _Bamunds. Wests Suffolk is Coen Pre-reg 50 | Plymouth South Pavoni eH oi 
jen. . ocum H. "s 
Cromer & Dist. Sr. H.O. 48 | Stockport. ” stepping Hill. Sr. H.O. 51 Reading. Batt! 51 
Dewsbury, Gen. H.O. 47 PATHOLOGY | Romford. Oldchurch. H.O 51 
Glasgow Vee Hosps. B.O.M. Royal Free, W.C H.O. 45 | Shrewsbury. Royal Salop Taty. /Cop- 

P.-t. Sr. H.O.’s & Trainee G.P.’s.. 48 . for Sick Chil, W.C.1. "Reg. . 46 thorne. H.O. 51 
Halifax Royal Inty. . 48 H.O. 45 | Southampton. Royal ‘South Hants. 
Huddersfield. St uke’ ®. ‘sr. i. 0. 48 St diary, City. “ar. HO. 50 | HO a B Oe a 4 

mn Spa. arnefo en. & United Hosps. Sr. Stockport uxton H.M.C. H.O... 

a. 49 ° —— — : 50 | Stoke-on-Trent. City Gen. Pre-reg. 
Leeds United Hosps. Reg. &Sr.H.O. 49 Salford ae al.” Sr. a oO. 51 0. 51 
Liwynypia, es H.O. - 49) Scotian Jestern R.H.B. 51 Scotland. South- “Kastern R.H.B. Reg. 51 
Manchester R.H.B. Reg. . 49 U.S.A. geeky Chronic Disease ho % Scotland. Western R.H.B. 51 
Mitcham. Wilson. H.O. .. .. 49 Brooklyn, N.Y. Resident . 53 | Scotland South-Eastern “H.B. 
Newcastle upon Tyne. Walker Gate. Locum Reg. . 51 

Sr. H.O. 50 | PHYSICAL MEDICINE Shoreham-by-Sea. Southlands. H.O. 51 
Plymouth. South Devon & East Buxton. Devonshire Royal. | Sr. H.O. 47 Gen., Mon. Jr. H.M.O. 52 

Cornwall. Pre-reg. H.O. 50 | Manchester R.H.B. Reg. .. -- 49] Ibadan, ag Unsvaniy ‘College 
Romford. Victoria. H.O. 50 osp. Sr. 53 
Shrewsbury. P nares — Infy. Cop- a, . eS 2 

—— 0 51 | Leeds R.H Reg. .. 49 | THORACIC SURGERY 
Slo Upton. Reg. 51 Newcastle R.H.B. 50 
Southampton ‘we 0, yl $2 | Tavistock Clinic, W.1, Sr 4g | Scotland. Eastern R.H.B. Reg. e 
s Sr. Be ae 

sean nc scan ae, * | Ghee, Beta: JE A: HE |YEMERBOWOOY | ne w pt 
Stoc Sr. Ww. r. H.M.O... St. Thomas’, 8.E.1. P.-t. “ .-t. 
“TOR Pr indy ee Greenock. Ravenseraig. Jr H.M.O. 48 | Jr. HMO... 9-2 +. +. 46 
Taplow. Canadian Red Cross Mem. n r. Tr. .M, .* 
H.O .. 62 R.H.B. Sr. H.M.O. i et a Uniyerat Co 
Taunton & Somerset. ‘Sr. H.O- 52 | Leeds R.H.B. ar) highs «- 49 — an, _ HO & #0 ~-— 53 
Welsh R.H.B. Reg 52 | North East Met. R.H.B. Cons., P.-t. 2 ret -reg. _ oN 
Winchester. Royal Hants’ County. Cons. & Sr. H.M.O. 44] U. + thesda, 52 
Pre-reg. H.O 52 | Richmond, Surrey. Cassel Hosp. for ing Interns .. . 
Functional Nervous wenger re: P.-t. 53 
NEUROSURGERY Jr. H.M.O. 50 | PUBLIC APPOINTMENTS 
Sheffield R.H.B. P-t. Cons, .. 44 | Scotland South-Eastern “R.BLB. 54 
Tees-side H.M.C. Sr. H.0. .. 52 Reg. & Locum Reg.. « fe .. 51 | MISCELLANEOUS 
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Academic and Educational 


BRITISH POSTGRADUATE MEDICAL FEDERATION 
(UNIVERSITY OF LONDON) 
INSTITUTE OF ORTHOPAEDICS 








COURSE ON DISORDERS OF JOINTS 
14TH-16TH NOVEMBER, 1957 
Theta, 14th November, 1957—Town Section (234 Great 


ortland-street, W.1) 
10.00—11.00. -Manipulation ..Mr. H. JACKSON 
URROWS 
11.30—12.45. . Rheumatoid Arthritis .. Dr. R. Nassim 
2.00-3.15..Radiology of Joint ..Dr.R.O. Murray 


Disease 
Friday, 15th nova, =, 3005-—Fomm Section 
10.00—11.00. mtrac’ ..Mr. J. I. P. James 
11.30-12.45. . Clinical 5 .-Mr. £ T. FRipp 
2.00-3.00. . Bacteriology . in Joint. /Dr. C. H. Lack 


Disease 
3.00—4.00. . Ankylosing Spondylitis 


- Prof. B. 
Wieone 
Soteeter 16th November, 1957—Country Section (Brockley 
Hill, Stanmore, Middlesex) 
9.30—-11.00..General Ward Round ..Mr. K. L, Nissen 
11.20-13.90.  Arthrodesis and Arthro-..Mr. D. TREVOR 
2.00-3.30. Joint Tu Tuberculosis 3 J. A. CHOLMELEY 
4.00—5.00. . Joint Tuberculosis r. F. fi. gms 4 


5 The fee for this course (including saalaae ‘lunch and tea) is 
neas. 
arly application should be made to the Dean, at 234, Great 
Portland-street, London, W.1. 


BRITISH POSTGRADUATE MEDICAL FEDERATION 
(UNIVERSITY OF LONDON) 
POSTGRADUATE TRAVELLING FELLOWSHIPS 


The Governing Body of ‘the British Poametse Medital 
Federation invites a pleat red medical or dental 











ractitioners for a ber of Pos' uate Travelling 

ellowships. The aim ited the ‘Fellowships is enable graduates 
who are the course in one of the 
preclinical or clinical branches of Sodieine, surgery or dentistry 
to obtain experience of the method ractice, education an 
research at Universities or re centres in the United Kingdom 
and abroad. Candidates must be British Lt ny who are holding 


an appointment at one of the eee r postgraduate 
teaching hospitals or medical or dental schools or pesigraduate 
institutes of the University of London. The Fellows will 
a, tenable for 1 year, and my candidates 
will be expected to commence work in Se or October, 
1958. The rail of the Fellowships is not Ione th than tet 50 p.a. and, 
in addition, allowances are paid for study abroad, for dependents 
in = case of Fellows, and for trave 
pplications must be submitted before 30th lovember, 1957 
ana Rear information and application forms may be obtained 
from the Assistant Director, British P uate Medical 
Federation, Central Office, 18, Guilford-street, London, W.C.1. 


BRITISH POSTGRADUATE MEDICAL FEDERATION 
(UNIVERSITY OF LONDON). INSTITUTE OF ORTHOPAEDICS. ROYAL 
a a ge pe ongiony 234, Great Portland-street, 
Lond Appl lications invited for he | post of ASSIS- 
TANT TIN 3 MORB ANATOMY. The post will provide experi- 
ence | routine orthopedic p ethology a and opportunity for 
research. Interest in experimental work an advan 
£1150-£100-£1750 ecoorlias to . raeenaer Tenable in the first 
instance for 1 year, and renewable. 

Applications, with the names of 2 referees, should be sent, by 
31st October, 1957, to the Dean, from whom further particulars 
may be obtained. 


NAPT SYMPOSIUM MEETINGS © 


LUNG CARCINOMA. Chairman: N. Lioyp RUSBY, M.A., D.M., 
F.R.C.P. FRIDAY, 22ND NOVEMBER. 

CARDIAC PROBLEMS FOR GENERAL PHYSICIANS. Chairman : 
ITH, B.SC., M.D., F.R.C.P. FRIDA ¥, OTH DECEMBER. 
‘Both meetings 3.30—6. "30 P.M. in Great Hall, mg — 
W.C.1. Tickets, including afternoon tea and she 
Details from NAPT, Tavistock House North, 


THE UNIVERSITY OF LIVERPOOL. a ihecilene ‘are 
invited for the a of Whole-time READER in the Department 
of Medicine (Professor: The Rt. Hon. Lord Cohen of Birkenhead ), 
duties to commence on Ist seneern 1958. The will be 
within the range £1900-£2900 according to qu — 
and experience. The success: “candidate will be eg 
honorary contract under the Board of Governors of the United 
Liverpool Hospitals as Consultant Physician of junior status at 
the Royal Infirmary. 

Applications, stating age, onde mic qualifications and experi- 
ence, together with the names of 3 referees, should be received 
not later than 9th November, 1957, by the m whom 
optaine specs of the conditions of appointment may be 
o m 














UNIVERSITY OF MANCHESTER 
DEPARTMENT OF EDUCATION OF THE DEAF 





An INTERNATIONAL CONGRESS On THE EDUCATIONAL TREAT- 
MENT OF DEAFNESS will be held from 15TH to 23RD JULY, 1958 
inclusive, in the epee i Members of the Department o: 
Education of the Deaf and 


to demonstrate an of h 
on the problems of deafness in childhood. A fee of 23 will be 
ch to each member of the congress. 
eee | — tng a 2 for forms of application should be 
addressed to G. Ewine, oy - ype of Education 
of the Deaf, The University, Manchester, 





UNIVERSITY OF BRISTOL. Applications are invited 
for the appointment of LECTURER IN lel in peat mer na 
II). Applicants should preferably pase a m ualifica’ 

in which case the present , oaeey. scale is 21900 #100-di 800 cs (Ber) 
—£100-£1950 ques % qualifications and experience. The 
~~ elas subject to F.S.S.U. and a family allowance 
sche: 

Applications (6 copies), with the names of 3 referees and copies 
of not more than 3 recent testimonials (if desired) should be 
forwarded to the undersigned, from whom further particulars 
may be me. - td than 9th November, 1957. 

BUTTERFIELD, Registrar and Secretary. 


ROYAL painee nceaue HOSPITAL. remey ay Insti- 
TUTE OF CARDIOLOGY. Written applications closing 31st December 
1957 are called for the position of RESEARCH DIRECTOR of 
the Halistrom Institute of Cardiol Applicants must have 
had adequate ning and practice a modern cardiological 
laboratory as well as clinical and administrative ability. Duties 
will include responsibility for all routine cardiological investiga- 
tions within the Hospital (daily ave: 1300 Beds) as well as 
the ow and supervision of o al research. Adequate 
medical and lay oe will be provided and the Institute is 
fully equipped tec Commencing salary £A3250 p.a. 
Initial appointment padi b be ‘for a period of 3 years. 

Further particulars may be obtained from the undersigned. 

H. SELLE, General Superintendent. 

Royal Prince Alfred Hospital, Missenden R 
Camperdown, N.S.W., Australia. 


UNIVERSITY OF BELFAST. A lications are invited 
for a LECTURESHIP IN BIOCHEMISTR range 
£900-—£5 now ge and on certain conditions Yeing led to 








£1650, plus contributory nsion hts under the F.S.S.U. 
Initial Pp = the scale £900—£1300 is dependent on experience 
and qualificatio: 


plications “howla be received by Ist Mevenben, 1957. 
Further iculars may be obtained m the Secretary, The 
Queens University of Belfast, Belfast, Northern Ireland. 


Hospital Services: Senior Appointments 


SOUTH WEST METROPOLITAN REGIONAL 
PITAL BOARD requires Part-time CONSULTANT GERIA THI 
CIAN (7 half- _ per week) to the Lambeth Group of Hospitals. 








Duties mainly South Western Hospital ape pesg S.W.17. 
Applications b A —— (5 pores 6 giving date « of birth, qualifica- 
tions names of ferees, to §. 1), 
South ‘West Metropolitan Hegional Hi ital Board, 11a, Port- 
tnd tec Ww. —_ id 16th November, 1957. Applicants may 
ospitals by by local arrangement. 
CHICHESTER ai. nouP HOSPITAL MANAGEMENT 


COMMITTEE METROPO: 
BOARD. ase Mi ANASTHETIST rr sons 
r week ) required pending oe ve Consul ap tmen 
bo er fee pital Medical wre or tome | Registrar 
remuneration a 


to of 
Group covers Royal West Sussex and St. "Richard 's cen pital, 
oe Bognor Hospital, and Midhurst and Petworth 
ospi 
Inguire of Group Secretary, BLD Broyle-road, Chichester. 
LEEDS REGIONAL HOSPITAL BOARD. Whoie-time 
a NT SSYCHIATRIST (Senior Hospital Medical 
) for duties at Clifton Hospital, York (1112 Beds), 
and euned Scarborough. 


jated c’ — at eo ork an 
The person appoints d may have duties at So Hos- 
for Mental Defectives (1 session per week) etached 4- 
med house available. 

Applications (12 copies), stating age, eect and details 

of er and previous appointments with and names 

ad of 3 referees, to the Secretary, Park-parade, 
Harrogate, by 18th November, 1957. ; eae 
—— REGIONAL HOSPITAL BOARD. Whole-time 

r maximum part-time CONSULTANT in Geriatrics for duties 
at hospitals in the Bradford A and B Groups. The s 
applicant will be responsible £. the clinical control fn - geriatric 
services in the 2 groups (740 Beds), and be expected to 
maintain the present close liaison with general progttiionan ana 
the local authority. The appointee be required to reside 
in or near Bradford. 

Applications (12 copies), stating aoeue and 
de of present and previous appointments ith dates, tow together 
with the names and addresses 3 refe’ to The Secretary, 

Park-parade, Harrogate by 18th November, "1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT ASSISTANT PHYSICIAN (Senior Hospital 
Medical Officer) in Infectious Diseases at ywell Hospital, 
tendent of the 

Unit there 

at —_ near Leigh. Wide experience in the 
diagnosis treatment of wre diseases and good experi- 
ence in gene ral medicine essential. A good family house is avail- 
able at Ladywell Hospital. 

Peay egy forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 28th October, 1957. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Main 
hospitals. Middlesbrough ity 80 Beds) ; Middlesbrough 
General (33 gyance beds) North Ormesb - 

a F ton ‘0 bogioel ). CON- 
CRT ANT BSTETR RICIAN Go Spee OLOGIST. Whole- 
time or ———_ — 9 noti -— - —_ -day: ee week 

sg e and elan uu oO ospitals. Pp 
or wa I of team of 9 and will be -¥ required to reside anny +4 
uth o ver 

‘Applications, her wi aamee and addresses of 3 poiesss, 











ive 


vtyne, 6, within 
Board, Benfield-road, Wonca i Tyne, 6, within 28 days. 
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NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

Full-time CONSULTANT PSYCHIATRIST to Runwell 
Hospital, near Wickford, Essex, with clinics in Southend-on-Sea 
Group of Hospitals. House available on estate. 

Part-time CONSULTANT PSYCHIATRIST to South East 
Essex Child Guidance Clinic, 119-121, Honeypot-lane, Basildon, 
for 2 sessions a week. (New clinic in develop area.) Further 
particulars on ag 

Full-time Assistant Psychiatrist (Senior Hospital Medical 
Officer grade) at Severalls Hospital, Colchester, Essex, with 
attendance at clinics. Non-resident. 

Applications (6 copies), stating post concerned, and names of 
3 referees, should reach the Secretary, 11a, Portland- -place, 
London, W.1, by Saturday, 16th November. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

1. CONSULTANT OBSTETRICIAN AND  GYNACO- 
LOGIST, 4 ae ~ a week—2 half-days at King Edward 
Memorial Hospital, Ealing, W.13 (145 Beds), and 2 half-days at 
Perivale Maternity Greenford, 
Middlesex (51 Beds). 

Me ay cat before 18th November, 1957. 

2. CONSULTANT SURGEON, whole-time or maximum 
sessions, Barnet General Hospital, Wellhouse-lane, Barnet 
(461 Beds). Successful candidate required to live within easy 
reach of the Hospital. 

Applications before 21st November, 1957. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from and returnable to Secre- 

tary, North West Metropolitan Regional Hospital Board, 11a, 
Portland-place, w.i. 
SCOTLAND. EASTERN AND SOUTH-EASTERN 
REGIONAL HOSPITAL BOARDS. Radiology. App lications are 
invited for the appointment of a Whole-time DIOLOGIST 
(Consultant) to undertake duties in the Dundee General Hos- 
pitals and in Fife. The person appointed will be ok on Dundee 
and although initially his duties will be confined to the Dundee 
General Hospitals (Dundee Royal Infirmary and Maryfield 
Hospital—General Teaching Hospitals associated with the 
University of St. Andrews) he may be required to devote a 
substantial proportion of his time—but not more than half— 
to radiological duties in hospitals in the Eastern half of the 
County of Fife. 

Forms of application and further particulars from the Secre- 
tary, Eastern Regional Hospital Board, 430, Blackness-road, 
Dundee, with whom applications must be lodged not later 
than 12th November, 1957 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS— 
PITAL BOARD. Locum Tenens E.N.T. SURGEON (Consultant 
or Senior Registrar), duties mainly in the Edinburgh Northern 
Group of Hospitals. 


Hospital, Western-avenue, 


Apply, givi: qualifications and names of 2 referees, to the 
Secretary, 11, Drumsheugh-gardens, Edinburgh, 3. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


PITAL BOARD. Locum Tenens ORTHOPAZDIC SURGEON 
(Consultant or Senior Hospital Medical Officer), whole or part- 
time, for duty in hospitals in Fife; immediate vacancy 

Apply, ne qualifications and names of 2 pedeesa, to the 
Secretary, 11 rumsheugh-gardens, Edinburgh, 3. 
ae nigag toe ‘WESTERN REGIONAL HOSPITAL 
BOARD. lications are invited for the a ap. ointment of CON- 
SULTA) NT .N.T. SURGEON at the Royal Infirmary, Glasgow. 
The appointment will be part-time on the basis of 8 notional 
half-days per week. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, C.2, not later than 30 days 
after the publication of this advertisement. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT RADIOLOGIST required for the 
Rotherham Group of hospitals. 

Application form and further details from the Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 9th 
November, 1957. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
part-time CONSULTANT NEUROSURGEON required with 
main duties at the Derby Group of Hospitals. 

Application forms and further details from the Senior 

Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield. Forms to be return by 
16th November, 1957. 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
BRISTOL MENTAL HOSPITALS. Opmtentions are invited for the 
appointment of a Whole-time CONSULTANT PSYCHIATRIST 
to the Bristol Clinical Area. The successful candidate work 
mainly at the Bristol Mental Hospital, Fishponds, but may be 
soeenred to visit o— hospitals in the clinical area as determined 
by the Regional B from time to time. No house is available 
but there may be a : canal flat at Fishponds Hospital. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with the names and addresses of 2 
referees, should be sent to the Secretary of ee Regional Hos- 


ital Board, 27, Tyndalls Park- reed, Bristol, 8, not later than 
th November, 1957. - 
NORTHERN IRELAND HOSPITALS AUTHORITY. 


Applications are invited for a whole-time Dost as CONSULTANT 
RADIOLOGIST at pecoties managed by the Belfast Hospital 


Management Committee. The terms and conditions will be in 
gees pase with the application of the Spens Report to Northern 
relan 


Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 4th November, 1957. 
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NORTH CAROLINA SANATORIUM, McCain, 
Required, PHYSICIANS for full-time 
employment in 600-Bed Ch dD 
$7884-—$9396 ; 


isease Hospital. sesTo: 
Physician __ I, Physician II, Ba el 040. 
Attractive living accommodations for family and single persons 
at reasonable cost. Hospital affiliated in residency traini 
peceqemnane & in medicine and surgery. posses in Central Nort 
Jarolina, within easy driving —_. of mountain and seashore 
climate. Liberal vacation and 


U.S.A. 
NORTH CAROLINA, 6061 A. 


resort areas. Year Be mild 
sick leave. Retirement and insurance progr rogrammes available. 
Must s mee. Appointments available for Ist January 
and Ist July, 1958 

Write : Assistant Medical Director. 





Hospital Services: Junior Appointments 


ALBERT DOCK ORTHOPZADIC AND FRACTURE HOS- 
PITAL, Alnwick-road, E.16. SEAMEN’S HOSPITAL GROUP. SENIOR 
HOUSE OFFICER for Receiving Room duties required on 
17th November. Post, which is normally resident, is recognised 
by the Royal College of S urgeons, and provides excellent experi- 
ence in a wide variety of reameaio conditions received from the 
Sy doc d and from shipping in the Port of London. 
pen £819 10s. 
pplications, stating age, nationality, qualifications and 
a lence, with the names of 2 recent referees, should be sent 
to the Secre' tary, han nd Now Seamen’s Hospital, Greenwich, 
8.E.10, not later than ae ovember. 
be ADNOUGH N’S HOSPITAL, Greenwich, 
8.E.10. HOUSE "PHYSICIAN (preregistration) required on 
20th November. 
Applications, stating age, nationality, qualifications and 
py dy me lence with the names of 3 recent referees, should be sent 
he Secretary at the above address not later than 2nd November. 
CASTERN HOSPITAL (Fevers), London, E.9. Registered 
HOUSE PHYSICIAN. Duties may yy we work in Chest 
Unit. Facilities for postgraduate my ee | sperepeneeaee 
Apply, Group Secretary, Hackney Hospital, ne. 
SOSTORABUATE 


W.12. Whole-time 











nag om eg HOSPITAL AND 
Duecane-road, London, 
SENIOR REGISTRAR 


MEDICAL oa HOO: 
NON-RES IDENT (Aneesthetics ) 
required. Post vacant mid-January. 


Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors by 30th October, 1957. 
HAMPSTEAD GENERAL Ae tenn 8 Haverstock-hill 
N.W.3. (Royal Free Hospital Group.) Appl cations are invited 
for the pre-registration post of H USE Ppa IAN, vacant 
15th November, 1957, tenable for a period of 6 months. 

Application forms may be obtained from the Secretary, to 
whom they should be returned, ere with copies of 3 recent 
testimonials, by 25th October, 1957. 

Sepereas GENERAL HOSPITAL, Haverstock-hill 
W.3. ROYAL FREE HOSPITAL GROUP. Aupmeosions = invite 
coon tered medical practitioners for the post of SIDENT 
CASUALTY OFFICER (graded as Senior House Office) Salary 
ob 45 p.a. Tenable for a period of 6 months from the Ist Decem- 

et , ipet. at the main 





utpatient Department, Bayham-street, 


App aentien forms may be obtained from the Secretary, to 
whom they should be returned, together with copies of 3 recent 
testimonials, by Ist November, 1957. 

HOSPITAL OF ST. JOHN AND ST. een 
60, Grove End-road, London, N.W.8 naw 
on ny 2nd December, Full-time SsURG CAL REGISTRAR 
Male he possession of the Diploma of one of the Royal 
is desirable. Honorarium at the rate of £850 p.a. 
AnRarthe tment will be for a period 4 12 months. 
r particulars may tained from the Secretary 
chen ‘coumaainas, with pauses val 3 referees, should be sent 
on or before Tuesday, 5th November. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, ae w. _ . Ae lications are invited from 


preregistration or a SS - (Male) for 
the appointment of HOU  * su RGEON, to become ——_ on 
bh 7th , Cy post is recognised fo purposes 
of the F. TR C.8. (Eng.) "Appointment will be for a ‘peated of 6 
months. National Health 
Applications should reach the Secre Secretary on or before Wednes- 
day, October, together with copies of 3 recent testimonials. 
LAMBETH HOSPITAL, Brook-drive, 8.£.11. Bouse 3 Week 
METROPOLITAN REGIONAL HOSPITAL BOARD. Apgieet 
I areepenges of Part-time HTHALMIC 
; — a week) for duties in the Ophthalmic 
o wit the Royal Eye Hospital. Vacant 
ist January, 1958. The appointment is for 2 years, but is subject 
to review at the end of the first ge 
oon form of application opp 2 the Secretary, Lambeth 
H.M.C., Renfrew- , to whom completed forms 
rould be returned not later Ny ond November, 1957. 
LONDON ¢ ag sb oo tettemr et meee oman for Diseases 
ber, 1957, for RESI- 
DENT HOUSE, PHYSICIAN. A Appointment for 6 months, 4 in 
London, 2 at the Country Branch, near Letchworth, and ‘posts 
as H fficer. Duties include work in the ‘Outpatient 
pastenent om wards. 


clinics, as as in 

Applications, Melee date of birth, quaiihcettens with dates, 
and previous appointments held, with conden of 3 testimonials, 
should reach the undersigned not later than 24th October. 

THomAs BRowN, House Governor. 

London Chest Hospital, E.2. 
MEMORIAL HOSPITAL, Shooters-hill, 8.£.18. 
ee baa a b vse shortly. ™ 

‘or 


and 
Br. A. os. ‘ond . 6 ae resident EE and may 
then be renewed. 
gs to Group Secretary, Memorial Hospital, Woolwich, S.E.18. 
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HACKNEY HOSPITAL, London, E:9. (General, 841 Beds.) | ROYAL NORTHERN HOSPITAL, Holl 
SENIOR HOUSE OFFICER (obstetrics and gynwcology). | London, N.7. CLINICAL ASSISTANT (part- tena) voaend at 


enn ” aes vacant 19th December. Recognised for 
__Apply Secretary, above address, by October. 
LEWISHAM HOSPITAL, London E.13. Applications 
are invited for the post of SENIOR HOUSE OFFICER (Anwes- 
thetics), vacant immediate ay and tenable for 1 Fg Recognised 
for the D.A. and F.F.A.R.C.S. Salary £819 1 p.a., less £150 
for residential emoluments. 
Applications, stating age, aeons and experience, with 
eon testimonials or names of referees, to the Group Secretary, 
ewisham Hospital, 8.E.13. 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of REGISTRAR in the Department of X-ray Diagnosis. 





ules and a —_—— forms obtainable from Deputy Super- 
intendent sho returned, naming 2 referees, by 6th 
November 





MIDDLESEX HOSPITAL, W.1. Applications invited for 
- of SENIOR REGISTRAR in the Department of X-ray 
on pees id vacant. A second vacancy will probably be adver- 
sho: 
Reales ‘and aS sppiectton: 9 forms i ayy or from Deputy Superin- 
t returned, naming 2 referees, by 6th November. 
MILE pa HOSPITAL, Bancroft-road, London, E.1. 
(484 Beds.) HOUSE mit a i (pre- or post-registration ), 
post vacant 19th November, 1957 
Application forms, obtainable from Physician-Superintendent, 
to be returned by Ist November, 1957, with copies of not more 
than 3 testimonials. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (pre- or post-registration), resident, 
required for Ist December for 6 months. Duties mainly general 


surgery, with some E.N.T. surge soatgunes Se 5Oe 
App. ications, stating age, ag ag qualifications, experi- 


ence, with coun ies of recent testimonials, to Secretary of Hospital, 
by aa Octo 

















MIDDLESEX HOSPITAL, Edmonton, N.i8. 
RESIDENT HOUSE PHYSICIAN, post- istration, required 
for 1st December for 6 months. General medicine. 


Applications, stating age, nationality, 

ence, with copies of recent testimonials, to 
by 30th October. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
RESIDENT HOUSE SURGEON (general, orthopedic and 
traumatic surgery), = or post-registration, required for 6 
months. Post d for F.R.C.S. 

Applications, stating age, nationality; - ualifications, experi- 
ence, with copies of recent testimonials, to retary of Hospital. 
PADDINGTON GENERAL HOSPITAL, Harrow-road, 

-9. Applications are invited for the undermentioned posts 
oe a December, 1957. Preference will 


od HOUSE SU m candidates where appropriate :— 
ey er ne (general surgery ). Preregistration 


ve Hous art SURGEONS ‘(obstetrics and gynecol ). 1 
| ar = me post. Both recognised for M.R.C.0.G. in 


Obs' 
ont a PHYSICIANS (general medicine). Preregistration 


See experi- 


be given 


stating age, qualifications, medical school, 
PR. lence ther with names and addresses of 2 referees, 
to reach Hospital Secretary, by Ist November, 1957. 


wa tal aon GENERAL HOSPITAL, Harrow-road 
{ee 582 Beds.) Apenemrene are invited for the post of 
REGIS RAR (gene medicine), whole-time, non-resident. 
The appointment offers experience in all branches of medical 
work and the duties | clude supervision and teaching of medical 
clerks from St. Mary ogpital Medical School. Hospital may be 
d by direct copuntenan, 
os tn forms obtainable from and returnable to Secretary 
mimittee, P; m Group Hospital Management Com- 
ate Harrow- road, W.9, by 3lst October. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
spenuene are invited for the appointment of RESIDENT 
IOR OUSE PHYSICIAN (third post) to the above 
Hospital for a period of 6 months from 3rd December, 1957. 
Application form from Secretary, Serer Group Hospital 
Management Committee, The Green, N.15, to be returned by 
lst November, 1957. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
Appl ications are invited for the appointment of RESIDENT 
IOR HOUSE SURGEON for Casualty (pre tration 
. first or second post) to the above Hospital for a period of 6 months, 
vacant 27th November, 1957. 
Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be return by 
lst November, 1957. 


ROYAL FREE HOSPITAL. Appl lications are invited for 
the post of RESIDENT PAT LOGIST (House Officer), 
vacant immediately, from registered Men and Women practi- 
tioners. The post is for 6 months, renewable for a further 6 
months. Salary and conditions of service in accordance with the 
a laid down by the Ministry of Health for House Officers. 
Rew forms may be obtained from the Secretary, Royal 
ospital, Gray’s Inn- “road, W.C.1, to whom they s' ould be 
pare a8 s00N as P 


ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited for the appointment of RESIDEN HOUSE 
PHYSICIAN (Senior House Officer) to Peediatric and Infectious 
D Department at above Hospital for a period of 6 months 
from 3rd December, 

Application form trom Secretary Tottenham Group Hospital 
Management i hace The Green, N.15, to be returned by 
ist November, 1957 


Oe his 














retary of Hospital, 





— Department (General Practitioner grade) 4 sessions per 
Application forms and further particulars from Hospital 
Secretary. 
sT. ve Mapa oan HOSPITAL, Ladbroke-grove, W.10. 
(576 Beds.) pplications are invited for the post of SENIOR 
HOUSE OFFICER (pediatrics, geriatrics, and general wards). 
Applications, stating age, qualifications, experience, together 
with the names and addresses of 2 referees, to be forwarded to 
Hospital Secretary immediately. 





ST. FRANCIS’ HOSPITAL, Rn a East 
Dulwich; 8.E.22. Applications are invited * gent prac- 
titioners for cocina to paid CLINIC AL SSISTANT- 


SHIPS for 2 to 4 sessions a week, in the Geriatric Unit, St. 
Francis’ Hospital. 

Applications, giving details of pe ge me and experience 
should be sent to the Group Secretary, Camberwell Hospital 
Management Committee, Dulwich Hospital, S.E.22, to reach him 
by 31st October, 1957. 

ST. GILES’ HOSPITAL, Camberwell, 8.E.5. House 
SURGEON (casualty can with some general surgical, E.N.T. 
and eye beds). Ree reregistration post. 

Applications, — copy testimonials or names of referees, to 
Group Secretary, Camberwell Hospital Management Committee, 
Dulwich Hospital, East Dulwich-grove, S.E.22. 
ST. MARY’S HOSPITAL, CHILDREN’S DEPARTMENT, 
PRINCESS LOUISE KENSINGTON HOSPITAL FOR CHILDREN, St. 

uintin-avenue, W.10. HOUSE OFFICER required (second or 
third post). Medical. Vacant Ist December, 1957. Preregistra- 
— poet post), candidates considered. for the 


Angheitions to undersigned not ie than Monday, 28th 
October, 1957. . YOUNG, Secretary. 
ST. MARY’S HOSPITAL, Paddbaine, w.2. ae 
(whole-time, non-resident) in General Medicine req 
undertake work in the Casualty and Out wpe Dome 
as well as having certain inpatient duties. <oceaae? will 
be for a first period of 12 months, as from Ist January, 1958 

bpolientions. stating nottenslity, date of birth, permanent 
address, qualifications with dates, details and gradings of previous 
and present appointments, together with the names and addresses 
of 3 referees, should reach ALAN PowpiTcH, House Governor, 
not later than 5th November, 1957. : 
ST. MARY’S HOSPITAL, a W.2. Resident 
HOUSE PHYSICIAN to the ones rmatological 
Venereological Departments required, for which — — 
tration interns seeking their second House O ° oP 

on pastoanienration candidates are eligible to apply. The pone 
ment is for a period of 6 months with effect from 1st December, 
1957. 


Applications, stating national, date Fo birth, permanent 
address, qualifications with dates, details an d gradings of previous 
and present ig on peg , together with the names and addresses 
of 3 referees, uld reach ALAN PowpitcH, House Governor, by 
29th October, 1957. a, F 
ST. MARY’S HOSPITAL, Paddington, W.2. Clinical 
PATHOLOGIST required for a period of 8 months, with effect 
from Ist December, 1957. Remuneration at “Senior House 
Officer”. rates. (First 2 months non-resident, 1 
months* resident. , Applicants should have held "2 House O 
appointments at this’1 ospital or another Bg ong approved oy 
the Board of Governors and preference will be given to those 
intending to specialise in pathol 

Applications, stating nationa ty, date of birth, permanent 
address, qualifications with dates, details and of 
previous ond present appointments, together with the names 
and addresses of 3 referees, should reach ALAN Powp!ITcH, House 
Governor, not later than 5th November, 1957. une 
ST. NICHOLAS HOSPITAL, Vineneteed, 8.£.18. 
SENIOR HOUSE Pedi etme {Comeley Department). Vacant 
27th November. omg eg F.R. b. Ss. aaron Bape 
appointment and may then be re BL for a farther 
apply to Group Secretary, Memorial Hospital, PW oolwich, 
E.1 





5. 


ST. Srapvaws HOSPITAL, Chelsea, S.W.10. House 
SURGEON (obstetrics and gynzcol ). Second it. Resident. 
Vacancy 21st November. Post for D.Obst.R.C.0.G. 


ications, 2 referees, to be submitted to the 
medial Superintendent, within 14 days. 

T. STEPHEN’S HOSPITAL, Chelsea, 8.W.10. ‘House 
PHYSICIAN (pre-registration ). Resident. Vacancy mid- 
November, 1957. 

Applications, naming 2 referees, to Medical Superintendent 
within 14 days. 

ST. STEPHEN’S HOSPITAL, Cheisea, S.W.10. House 
PHYSICIAN for duty in Rheumatism Unit. Resident “ This 

t offers valuable experience in general di and 
hed experience in rheumatic and Sanective tissue diseases and 

very suitable for candidates wishing to take membership. 


Voseans early December. 
Applications, naming 2 referees, to Medical Superintendent 


within 14 days. 
ST. TERESA’S MATERNITY OeeTTAl. Wirsbleden, 





S8.W.20. (60 Beds.) Applications are invited 
: aay intment of ns DENT 


FFICER for 6 months in Fd first 

December. Salary £467 10s.— 
nce. Emoluments deducted 
-contained flat available in the 
The appeilaneds is recognised for the 


medical practitioners yy the appo 
OBSTETRIC HOUSE 
instance, comme Bd. 31st 
£819 10s. p.a., oo mo Sgt to e 
accord! to usual 
Hospital grounds. 
D.Obst.R.C.0.G. 

Applications, stating age, qualifications, 
experience and 2 recent testimonials, 
by 7th November, 1957. 


nationality and 
Secretary 


to the Medical 
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ST. THOMAS’S HOSPITAL, London, 8.E.1. Obstetric 
HOUSE PHYSICIAN at the General Lying-in Hospital, York- 
road, S.E.1, for a period of 6 months from Ist January, 1958. 
Resident. Approved service for M.R.C.O. 

Applications, from full registered medical practitioners only, to 

the erk of the Governors by 3ist October, 1957, naming 2 
referees. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Registrar 
to the Department of Venereal Diseases required immediately, 
for a period of 1 year in the first instance, to carry out 8 half-day 
sessions per week. 

Applications, naming 2 referees, to the Clerk of the Governors 

by 3ist October, 1957. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Junior 
HOSPITAL MEDICAL OFFIC ER to the Department of 
Venereal Diseases required immediately, for a period of 1 year in 
the first instance to — out 8 half-day sessions per week. 

Applications, naming 2 referees, to the Clerk of the Governors 
by 3ist October, 1957. 

J bat a toy CLINIC, 2, Beaumont-street, London, W.1. 
Apetestion invited for the appointment of SENIOR 

S CHIATRIC. REGISTRAR in the Department for Children 
and Parents. At least 1 year’s previous experience in child 
psychiatry essential. Experience in pediatrics and/or some 
training in psychoanalysis an advantage. Clinic may be visited 
by direct appointment. 

Application forms obtainable from and returnable to Secretary 
to Committee, ae Group Hospital Management Com- 
mittee, Harrow-road, W.9, by 31st October. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies on 15th January, 
1958, for the following Senior House Officers: 

2 HOUSE PHYSICIANS. 

2 HOUSE SURGEONS. 

Further particulars and form of application, which must be 
returned not later than 11th November, 1957, are obtainable 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 9th January, 
1958, for a REGISTRAR in Clinical Pathology (full-time). 

Further particulars and form of application, which must be 
returned not later than 11th November, 1957, are obtainable 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street,W.C.1. 

Applications are invited for the a apPointment of RESIDENT 
ASSISTANT PHYSICIAN (graded Senior Registrar). This 
post is whole-time and resident. 

Applications, with names + 2 referees, to Administrator and 

Secretary by 2nd November, 1957. 
WESTMINSTER HOSPITAL, St. John’s—-gardens, 8.W.1. 
Applications invited for 2 posts of SENIOR HOUSE OFFICER 
to Anesthetics Department for 1 year. Posts vacant from Ist 
November, 1957, and Ist January, 1958. 

Applications (9 copies), with names of 2 referees, to House 
Governor by 29th October. 

WESTMINSTER HOSPITAL, St. John’ e-gardens, 8.W 
Applications invited for t of SURGICAL 2, oa 
1 year in first instance. Post vacant now. 

Applications (6 copies), with names of 2 referees, to House 

Governor by 2nd November. 


WHIPPS CROSS HOSPITAL, 











— €.11. Leyton— 
STONE (NO. 10) HOSPITAL GROUP. ections are invited for 
the post of SENIOR HOUSE on CER (Casualty Officer) 
at above Hospital. This post, which is recognised by the Royal 
College of Surgeons for months’ casualty training under the 
>: a Regulations, becomes vacant on 4th November, 


me »plication forms from the Hospital Secretary to be returned 
8th October, 1957. 
WHITTINGTON HOSPITAL, London, N.19. Padiatric 
bg = gages - uired. Vacant Ist January, 1958. Unit contains 
$3 ? pees in ‘addition we! 64 2 Bee ~-4 X = . Post recognised for 
an ° may visited by appoint t 
with the Medical Superintendent. oe oe 
Application forms obtainable from and returnable to the 
Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6, by 29th October, 1957. 


WOOLWICH GROUP HOSPITAL MANAGEMENT COM- 


MITT 
SENIOR HOUSE OFFICER (Obstetrics). British Hospital 
for Mothers and Babies, ae Street, Woolwich. Recognise: 
for M.R.C.O. G. or D.Obst.R.C.0.G. Vacant end of November. 
HOUSE SURGEONS jipudeaienr and Obstetrics). Two 
d Decembe One at St. Nicholas Hospital, 
-R.C.0.G. or 3 months 
for M.R.C.0.G. One at 
Memorial a , recognised f -R.C.0.G. (6 months Gyne- 
cology ). Obstetric U nit groviling good experience. 
whanau to Group Secretary, Memorial Hospital, Wool- 
ich, S 


BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON required ; recognised preregistra- 


= a eee. 
pplications to Grou Secretary. 19, Al - 
ncatasie Pp y lexandra-r ad, 











BARROW-IN-FURNESS. NORTH LONSDALE HOSs- 
vr L. os are invited for the resident post of HOUSE 

OFFICE (surgical) (recognised for DP ni gag eed at the 
seve f Hospital. Post available immediately ised for 


Ap lications to the Group Secretary, Barrow and Furness 
— Management Committee, 105, f Ry road, Barrow-in- 


46 





ABERDEEN GENERAL HOSPITALS BOARD OF MA 
AGEMENT. Applications are invited for the post of REGISTRAR 
in Surgery with main duties in the Aberdeen Royal Infirmary. 
The post is a whole-time one and is non-resident. Salary and 
conditions of service are in accordance with the terms issued by 
the Department of Health for Scotland. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Secretary, 
Aberdeen General Hospitals, P.O. Box No. 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 
ASHFORD HOSPITAL, Ashford, Middlesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. RESIDENT 
MEDICAL REGISTRAR eure at above Hospital for General 
Medical Unit. Post vacant 18th November, 1957. Hospital may 
be visited by direct appointment with the Medical Director. 

Application es ae from and returnable to Secretary, 
Staines — > pital Management Committee, Ashford 
Hospital, Ashford, Middlesex, by 29th October. 
BANGOR. CAERNARVON AND ANGLESEY GENERAL 
HOSPITAL. Applications are invited for the post of HOUSE 
PHYSICIAN at the above Hospital. The appointment is for a 

period of 6 months. Salary and conditions of service in accord- 
| an with those approved by the Ministry of Health. 

Applications, stating age, qualifications and os ay ag 
together with the names and addresses of 2 referees, to 
forwarded to the Group Secretary, Caernarvon rey a lesey 
Hospital Management Committee, Plas Gwyn, 

Bangor, within 10 days ofthe appearance of this pees ote 


BARNSLEY CHEST SERVICE. Sheffield Regional 
HOSPITAL BOARD. Whole-time REGISTRAR (chest diseases) 
required. Single accommodation available -at Wathwood Hos- 
pital. Duties at the Hospital and Barnsley Clinics under the 
aa of the Consultant. Appointment for 1 year in first 
nstance 

Apply to Secretary, Sheffield Regional Hos ital Board, Old 
Fulwood-road, Sheffield, by 28th October, 1957, giving age, 
nationality, qualifications, present and previous appointments 


with dates, naming 3 referees. 3 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 

(229 acute beds.) ORTHOPACDIC HOUSE SURGEON (first, 

second or third post), vacant now. Offers good opportunity 

for general experience in busy acute general hospital. Approved 

—— post. Fully registered practitioners may apply. 
ecognised for F.R.C.S. 

Apply Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) HOUSE PHYSICIAN (House Officer of Senior 
House Officer grading according to experience). 

Apply Group Secretary. see). 3 
BEDFORD GENERAL HOSPITAL. (436 Beds.) Locum 
MEDICAL REGISTRAR required from 23rd October. 

Applications to Group Secretary, Bedford Gro ~~ Hospital 
Management Committee, 3, Kimbolton-road, ‘ord (Tel. 
Bedford 5401). 

BEDFORD GENERAL HOSPITAL! (436 Beds.) Ortho— 
PADIC HOUSE SURGEON required beginning of November. 
Pre- or post-registration ; recognised for F.R.C.S. Post offers 
— experience in a busy specialist orthopedic and traumatic 
unit 
Inquiries and ap oeeeioms, with copies of 2 recent testimonials, 
to be sent immediately to Group Secretary, Bedford Group 
Hospital Ma t Committee, 3, Kimbolton-road, Bedford. 

BEDFORD GENERAL HOSPITAL. (436 Beds.) House 
SURGEON required. Pre- 7 hE... ; recognised for 
= R.C.S. Vacant beginning of November. Post offers exceptional 

a for general experience in busy acute surgical 


Inquiries and applications, with copies of 2 recent testi- 
monials, to be sent immediately to Group Secretary, Bedford 
Group Hospital Management Committee, 3, Kimboiton- road, 
Bedford. 


BIRMINGHAM ACCIDENT HOSPITAL, ee OoaE 
BIRMINGHAM, 15. (215 Beds and 8 House Surgeons.) HOUSE 
SURGEONS (resident). Vacant December. Hospital largest 
traumatic unit in country and treats over 50,000 new  areees 
each year. Recognised for p of Casualty by R.C.S. (Eng.). 
Teaching programme by consultant staff. 6-month ap Rime al g 
some of which may be spent in 42-bedded Medi Research 
Council’s Burns Unit. 

Apply, naming 2 referees, to Administrator within 6 days. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (780 
Beds.) SENIOR HOUSE OFFICER (resident or non-resident) 
for Casualty Department (40,000 attendances a year), vacant 
14th November, 1957. Post recognised for F.R.C.S. and tenable 
for 6 or 12 months. 

Applications, with copies of 2 recent testimonials, to Group 
Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM Bg 

Hogs THE CHILDREN’S HOSPITAL, ywood-roa 
it of oT RESIDENT 


HAM, App lications are inyited for the p 
AL FIC 
uty to take c 


MEDIC ER, one of 2 (Senior 
vacant Ist January, 1958, for 1 year. Main dut 
of Infants Block (66 Cots). Valuable opportunity for further study 
of disease of ey. some previous experience of which is 
desirable. _M.R.C.P. preferred. 

Forms of application —_ from the House Governor and 
should be returned to him by 9th November, 1957. 

G. A. PHALP, Secretary to the Board of Governors. 


sisHor’s “STORTFORD, , HERTFORDSHIRE. HERTS 
D ESSEX GENERAL HOSPITAL. (386 Beds.) SENIOR HOUSE 
OFFIC ER (surgical) required for general and orthopedic 
surgical duties. Salary £819 10s.°p.a., less £150 in respect of 
residential emoluments. 
Further particulars from, or Loree with names of 2 
referees to, the Hospital Secreta 
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BISHOP’S STORTFORD — DISTRICT yy te 
Ry pegs BISHOP’S STORTFORD, HERTFORDSHIRE. (67 Beds— 


Medical, caland Maternity.) Applications are invited from 
registeréd medical practitioners for the post of RESIDENT 
NIOR HOUSE OFFICER (Male). Salary £819 10s. p.a., less 


£150 for residential emoluments. o commence Ist November 
or as soon thereafter as ble. 
stating , nationality, ~ 7 ~ fag 
lence, with copies recent testimo: of 
‘erees, to Hospital inl Secnsteny, Herts and Essex General Ho Hospital 
Bishop’ 8 Stortford, Herts. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER 
required mid-November for established Geriatric Department 
under control of Consultant Geriatrician. There are 360 geriatric 
beds at Queen’s Park Hospital, Blackburn, Springfield ogee. 
lackburn, and Clitheroe Hospital, Clitheroe. Accommodation 
¥ married man man may be available if req 
sspltal Man with names of 2 referees, to Group Secretary, 
tion — a esetctian Committee Office, Royal Infirmary, 


BLACKBURN ROVAL INFIRMARY (262 general bode}. 
BLACKBURN AN ISTRICT HOSPITAL MANAGEMENT COMMITTE 
HOUSE SURGEON required 22nd November, 1957. Post 
for F.R.C.S. and approved for pre’ tion purposes. 
‘Applications to Group Secfe , Hospital agement Com- 
mittee Office, Royal I ary, B ‘ckburn, Lancs. 
BOURNEMOUTH. ROYAL Matta HOSPITAL, 
Shelley-road. vee ela ml EAST RSET HOSPITAL 
MANAGEMENT COMM oy tions m= “invited for the 
pe oa ym of GENERAL HOUSE SURGEON. The appoint- 
for the F.R.C.S. examination and for pre- 
registration purposes and becomes vacant on 2ist November, 


9 ae to the Hospital Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley -road. ee ne aly AND EAST DORSET HOSPITAL 
MANAGEMENT COMM pplications are invited for the 
appointment of RESIDENT ENIOR HOUSE St hegre 
Aneesthetics ). The t is recognised for the D.A 

-F.A.R.C.8., becomes vacant on 3rd December, 1957, ‘and 4 Pn 

normally tenable for 12 months. Experience with Thoracic 
Unit available. 

Applications to the Hospital Secretary. 

BOURNEMOUTH jnear). CHRISTCHURCH HOS- 
PITAL, CHRISTCHURCH, HANTS. HOUSE spat wei ge | (Pre- 
registration Intern) required for genéral edicine for t 
re ye on 17th November, #997, at ‘the above Hospital 
of a : (including 79 acute medical, pediatric, 56 


chest diagnostic, and a — ward). Duties also 
include attendance at outpatient clinics at the Royal Victoria 
Hospital, Boscom 


be, 
Applications to the Hospital Secretary. td 
BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (262 Beds.) Applications are invited for the following 


a) HOUSE OFFICER (Preregistration) or SENIOR 
HOUSE OFFICER for orthopedic and casualty duties ; recog- 
nised for F.R.C.S. ey ; vacant early January. A Junior 
coe Medical employ: 

(b) HOUSE PHYSICIANS for (i) 
ii) a and general m 

ecem 

(ec) HOUSE SURGEONS for (i) general ical and other 
ames —- th gin pa EE ter recognised for F-R.C C.8.) ; 

acant ear cert” r and early ce anuary respectively. 

wa) HOUSE SURGHON for ey and obstetric duties, 

for D.Obst.R.C.0.G. acant late December. 

(e) HOUSE PHYSICIANS docs Tenens) for general medical 
duties for periods mid-October to early November and mid- 
November to early December. 

All posts except (a) as shown are recognised for Preregistra 
tion, but ved post (d) considered advisable to have held previous 
— 

Applications to Hospital Secretary with testimonials or names 


wUxXTON. Be ene erie ROYAL HOSPITAL. (252 
Beds. ) Appice tions are invited for the post of RESIDENT 
SENIOR OUSE OFFICER. This Hospital is a large special 
hospital for the treatment and rehabilitation of all types of 
locomotor disorders. Duties are mainly medical and Thelude 
work in the long- stay unit of the Manchester University Rheuma- 
tism Research Centre. The Hos 


experience, wi 








neral medical duties and 
duties ; vacant early 








— is recognised under the 
regulations for the Diploma in Physical Medicine, Part II, and 
the post also off edical experience 
gether with” Ban on smog “and qualifications, 
— er with the names of 2 persons for reference, to be 
the Secretary, Stockport and Buxton Hospital 
Management Committee, 59B, Shaw-heath, Stockport, 
imm ly 
CARDIFF. UNITED CARDIFF HOSPITALS. A plica- 
tions are invited for the post of MEDICAL REGISTRAR to 
the Miners’ Chest Diseases Treatment Centre at Penionel 
The Centre caters for all t 
t is ‘closely associated with the oethe 
Pneumoconiosis Research Unit of the Medical Research Counci 
Soe ft toy may be obtained from the Secre to the 


al ff, and should be returned 
not later than 26th ‘October, 1957, 


CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of REGISTRAR 
to the Orthopedics and Fracture yap Cardiff Royal 
, to commence duty as soon as possible. 

pplication forms are available from the Secretary to the 
Boa at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 











THE UNITED CARDIFF HOSPITALS. 
of SENIOR HOUSE 
iseases Treatment 


Centre at inten —— =. The Centre caters for 


yaw eb 
Apphentions are invited for the p=. < 
OFFICER (Medical) to the Miners 


all t of chest 
otte ning Pneumoconiosis Research Unit of the Medical 
Council. 
Application forms — — from the Secretary to the 
Board -road, Cardiff, 


with the 
Research 


at the Cardiff a ewport- 
and should be returned within 14 days of the appearance of this 


advertisement. Te bi 
“THE UNITED CAMBRIDGE HOS- 


73 


CAMBRIDGE. 
PITALS. ReomTnan in Infectious Diseases (residence av 
Brookfields Hospital, Cambridge, — is the a 
Centre for the south-west section of E: 

tious Diseases Hospital of the Onited” Gaibridee, He 
There is also a ward for tuberculosis, and one for general 
Rs yes ey for 1 year in first instance, renewable for a second 


ag with full particulars and names of 3 referees, to Secre- 
tary, Addenbrooke’s Hospital, Lt 31st October. 
CANTERBURY. KENT CANTERBURY HOoOSs- 

a) GYN ECOLOGICAL iy SURGEON 
required at Hig d Court annexe, a unit of 25 i 
ted 3 miles from the above Hos capibal, we all 

services availabie. for M.R.C.O.G. 6 months’ a; — 
. Post vacant early in December, 1957. National 
rvice salary and conditions. 
we teooer er with copies of 2 recen 
be addressed to 0 eS Secretary at 


s’ PIT [ee 
REST ‘DEN. T GYN ECOLOGICA 





t testimonials. 
the sbove ° Hompital. 
5 
House 











CHELMSFORD | AND Essex os Tae (161 Beds.) 
he post of —- HOUS 


SoRGEON IN. Pr Prerogigtration De in aaa The post me vacant 
on . 

— the | middle = oes 5 ant offers good surgical experi- 
r the 8. 

2 recent testimonials, to the 

mt Committee 





“Applications, together with 
Secretary, Chelmsford Hospital Manageme » 
London-road, Chelmsford. - 


HEL Lt 
MITTEE. Resident Smee Tenens REGISTRAR in Surgery 
required to work at the Chelmsford and Essex Hospital for 
period 26th October—8th November, ive. ; 

Applications to ve pocrotey London-road, Chelmsford. 
CHERTSEY, ' ate 
Botley’s Park War" Hospital). — Beds.) ORTHOP IC 
HOUSE SURGEON (Senior 7? or House Officer 


Inte’ 100 orth io boda. for 
G Pics org ov a a. - 


registration Service. 
terms and conditions of National Health Service. Post 


ay pry d addresses of referees, 
to be sent to the P| yas ~ yes werent St. Peter’s Hospital, 
Chertsey, as soon as 
CHESTER. DEVA SENTAL ag FE Liverpool-road. 





JUNIOR HOSPITAL MEDICAL OFFICER required. 
scale £852 10s.-£55-£1182 1 = po Acco! a 

or le person. ‘orms of modern treatment given 
and Psychiat Out; — Clinics local 
—— Stud. 


Apply "Medical Superintendent. 
CRESTERPIES LD. Pane sgt E HOSPITAL. 
post mS ARAG y ayMh... Hospital 


invited the 
MEDICAL aT OFFICER tor Geriatric Unit and 
Full Consultan’ ght 


more Hospital 
coe interested in this peg 


— "Appitc tions, giving full particulars, with name of 3 referees, 
to Group "> Seen Chesterfield Hospital Management Com 
mittee, at Chesterfield Beret Bo fal 

CHICHESTER. 





Ex re om += 
House available on service 





red practitioners. Post ie 
ioners and F.R.C.S. 8 dents. 
Vacant 17th Nowember, 1957. 

Applications, stating age, experience, 


qualifications, with 
references or names of referees, to Senior Administrative 
DEWSBURY, YORKSHIRE. THE GENERAL Hos- 


PITAL. 
HOUSE OFFICER ( and E.N.T.). 
HOUSE OFFICER ( e and dermatol 

Applications are invited for the above posts w 

on Ist November. Both the appointments are 

vrselecricn, citing age and expacence, and 

ons, 

ond chdvemes of 2 reaerees, to onthe Administrative Oitiowe at the at the 

Hospital. 

EAST GRINSTEAD. QUEEN WGTORIA ROS HOSPITAL 

PLASTIC SURGERY AND JAW INJURIES pad Sage E WELLS 

fea tont al auto” SEMTOE Hotta OFFICER 

‘or ent appointment o 

Anesthetics, vacant 7th December, 1957. Duties in anesthesia 

for both general and plastic P for exam- 

age, and names of 3 
Sherwood 





inations of D.A. i ot A.R 


Apply, stating 
referees, by 11th November. saree Group Seoretery, 
Park, Pembury-road, 
47 
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COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for: 
Essex County Hospital, Colchester, Essex. (189 Beds.) 
Post of SENIOR. HOUSE OFFICER to Casualty and E.N.T. 
for Fata. Post tenable for 6 months or 1 year. Recognised 
‘or F 
Applications with me of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. . 
ae AND DISTRICT HOSPITAL, Norfolk. 
cea are invited for the post of RESIDENT MEDICAL 
é FIC ‘ER (Senior House Officer status). Post vacant Ist 
December, 1957, at a salary of £819 10s. R; .a. in accordance with 
National Hospital Service conditions. his is a busy general 
hospital of 52 Beds, with an outpatient department where Con- 
sultants in all the major specialties hold regular sessions. The 
———— thus offers practical experience of an all round 
peawouety useful to those contemplating entry into 
— practice. Residential accommodation is available and 
ancy of a very adequate furnished flat at the hospital is a 
cone tion of employment in the case of a married man. 
Applications, stating age, qualifications, experience, sex, and 
the names of 2 referees, should be addressed to the Secretary, 
Cromer and District Hospital, Mill-road, Cromer. 
DURHAM COUNTY HOSPITAL. (116 Beds.) Senior 
HOUSE OFFICER in Orthopedics required immediately. 
Resident. The County Hospital is the main Orthopedic and 
Accident Hospital in a busy mining and industrial area. Experi- 
ence can be obtained in all branches of orthopeedics. 


Applications, with particulars of previous experience and 
— of 2 referees, to Group Secretary, Dryburn Hospital, 
urham. 


DURHAM COUNTY HOSPITAL. (116 Beds.) Resident 
HOUSE SURGEON required in Orthopedics and Casualty. 
Post recognised for preregistration purposes. This post offers 
facilities for good and varied experience in a busy orthopedic 
and accident hospital which serves a wide mining and industrial 


area. 
Apply, giving age, experience and names of 2 referees, to the 
Group Secretary, Dryburn Hospital, Durham. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
2 RESIDENT OBSTETRIC HOUSE SURGEONS for above 
Hospital. Posts vacant 30th November and 5th December, 1957. 
6 months’ appointments. 1 post rec a b oa preregistration 
purposes. Both posts recognised for M. 
Applications, stating age, asin 
enclosing copies of up to 3 recent testimonials, 
Director of Hospital by 31st October, 1957. 
FARNBOROUGH HOSPITAL, Kent. (800 Beds.) 2 House 
SURGEONS required, 1 from Ist and 1 from 14th December. 
f -R.C.S. Preregistration posts. 
, qualifications with dates, and experience, 
referees, to Administrative Officer, quoting 


“experience and 
to Medical 


Apply, stating 
and naming 
ref. HS. 
GLASGOW VICTORIA HOSPITALS BOARD OF MAN- 
AGEMENT AND THE EXECUTIVE COUNCIL FOR THE CITY OF 
GLascow. Applications are invited for 2 joint appointments as 
Part-time SENIOR HOUSE OFFICER in General Medicine 
at the Victoria Infirmary, Glasgow, and Part-time trainee 
General Practitioner. The appointments will be for 2 years 
and the successful applicants will spend part of each day in 
the general medical work of the Victoria ey and part 
as a trainee general practitioner with a selected principal. 
The salary for the posts will be £819 10s. for the first year and 
bo v4 a the second year. A car allowance may be payable in 

ition. 

Applications, with names of 2 referees, should be sent to the 
Secretary and Treasurer, Board of Management for Glasgow 
Victoria Hospitals, 24, St. Vincent-place, Glasgow, C.1, not later 
than 3ist October, 1957. 

GLASGOW NORTHERN HOSPITALS BOARD OF 
MANAGEMENT. AD aoe ~ invited for the following posts 
at Stobhill General Hospita wag! 

m5 oe. HOUSE Orie ER in “Obstetrics and Gyne- 


(b) § SENIOR HOUSE OFFICER in Anesthetics. 

The appointments will be for 1 year in the first instance. 

Applications, stating ase, qualifications, experience, present 
ap cietaees and post applied for, and naming 2 referees, to be 
lodged with the Secretary, 13, Woodside- -place, Glasgow, C.3, 
by 31st October, 1957. 


GLASGOW NORTHERN HOSPITALS. Board of Manage— 
MENT.  g-y are invited for the post of SENIOR HOUSE 
OFFICER for duties mainly in Obstetrics at Robroyston Hos- 
pital, Glasgow, with a few sessions in Oppwodosy at another 
hospital in Glasgow. The appointment will be for 1 year in the 
first instance. 
Applications, stating age, 
present appointment and namin 


qualifications, experience and 
2 referees, to = }  ~ with 
y 


the Secretary, 13, Woodside-place, Glasgow, 24th 
October, 1957. 
GLASGOW. STOBHILL GENERAL HOSPITAL, 'N.1. 


ost of JUNIOR HOSPITAL 
referred), in 
s with 1800 
it is 


fnphoatiene are invited for the 
DICAL OFFICER, Male or Female (resident 
the Psychiatric Unit which consists of 170 B 
ions yearly and deals with acute treatable cases; 

for the D.P.M. 

Applications, stating , qualifications and experience and 
naming 2 referees, should be sent to the Medical Superintendent. 
GRIMSBY GENERAL HOSPITAL. Applications are 
invited for CASUALTY OFFICER (Senior House Officer grade) 
with some E.N.T. duties. Post vacant in November. Appoint- 
ment for F.R.C.S. The staffing of the department isa 
Senior Casualty Officer and 2 Senior House Officers. Up-to-date 
medical library and reading facilities available. 

Applications, with names and addresses of 2 referees, to 
Hospital Secretary. ~ 
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GREENOCK. RAVENSCRAIG HOSPITAL (Mental and 


General). Applications are invited for the post of RESIDENT 
JUNIOR HOSPITAL MEDICAL OFFICER (Male or Female). 
The post offers experience in all branches of peer, including 
modern forms of treatment, and —— rience 
is available also in the medical and geriatric wards. The Hos- 
pital is recognised for the D. - M and facilities will be granted 
to attend courses in Glasgow. It is probable that Sarsied 
quarters will be available in the near future. 

PIR A manne with full details and the names of 2 referees, 

o be forwarded to the Physician Superintendent. 
a LIFAX, ROYAL HALIFAX INFIRMARY. ~ House 
PHYSICIAN in General Medicine required. Post vacant Ist 
November, 1957. 

Apply to Group Secretary, Royal Halifax Infirmary, Halifax. 





HAREFIELD HOSPITAL, Harefield, Middlesex. oeerun. 
tions are invited for the preregistration post of HOUSE SUR- 
GEON to the General Wards at the above Hospital. Vacant 
immediately. 

Applications, with copies of 2 testimonials, to the Medical 
Director of the Hospital. 

HITCHIN. NORTH HERTS “HOSPITAL. Appilcetions 
are invited for the post of og a ve HOUSE RGEON 
now vacant. Recognised for the F.R.C 

Applications, stati age, TL ce qualifications and 
experience, together with copies of 3 recent testimo be 
sent to the Medical Administrator, Lister Hospital, Hitchin, as 
soon as possible. 

HOUNSLOW CHEST CLINIC, 28, Bell-road, Hounslow, 
MIDDLESEX. NORTH WEST METROPOLITAN REGIONAL ears 
BOARD. REGISTRAR (whole time, non-resident), ~ oe 
above Clinic. Post vacant now. Clinic has assocfated be aa 
Ashford Hospital and West Middlesex Hospital. ay neral 
medical experience essential and special experience in 

of the chest desirable. Candidates may visit Clinic by direct 
appointment. 

Application forms obtainable from and returnable to the 
Secretary, Staines Group Hospital ment Committee. 
Ashford Hospital, London- mow ig Ashford, Middlesex, by 29th 
October, 1957. 
HUDDERSFIELD ROYAL INFIRMARY. Huddersfield 
a mass Aomnemer® COMMITTEE. Applications are invited 
from provisionally registered medical practitioners for the post of 
HOUSE "SURG ON to the Princess Royal Maternity Home 
(57 Beds),-to commence duty on Ist December, 


1957. The 
holder of the post, which is for the D.Obst.R.C.0.G. 
will have access to the abnormal maternity and syamoe 
beds at The Royal Infirmary. The Department under the 
control of 2 Consultant Obstetricians and Gyneecologists. Salary 
in accordance with national scale. 

Apmeatinns, with copies of 3 recent testimonials, to be 

to— 


H. J. JOHNSON, Secretary to the Management Committee. 
__ The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (285 noose? 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE ous 
SURGEON required to commence duty immediately. The post 
is rec d as a preregistration appointment and for the 
F.R.C.S. Salary in accordance with Natio scales. 
Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 
H. J. JOHNSON, Secretary to the ent Committee. 
The Royal Infirmary, Huddersfield. 
HUDDERSFIELD. ST. LUKE’S HOSPITAL. (235 ——— 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. APP - 
cations are invited for the post of RESIDENT MEDICAL 
OFFICER (Senior House Officer grade) at the above Hospital, 
to commence duties immediate sly. The Hospital — for 
chronic sick, children, maternity and acute medical and surgi 
patients. Salary, in accordance with the terms and — 
of service for hospital medical and dental staffs, £2819 10s. 
Applications, together with copies of 3 3 recent testimo 
to be sent to the undersigned as soon as le. 

. J. JOHNSON, Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. ci 
ILFORD. KING GEORGE HOSPITAL. There will be 
a vacancy for a CASUALTY 0 hag at the above Hospital on 
8th December, 1957, at a salary of £819 10s. p.a., resident or 
non-resident. Senior House Officer grade. This post is recognised 
er + ng givi full particula d panied by 

pplications, ng Dp rs and accom 
testimonials, should be sent to the undersigned within 7 days of 
the appearance - this advertisement. 
F. Harris, Group Secretary, 
Ilford and deities Group Hospital Management Committee. 
King George Hospital, Ilford. _ +38 
KEIGHLEY AND DISTRICT vigreris HOSPITAL 
KEIGHLEY, YORKS. (General—139 Beds.) 2 RESIDENT HOUSE 
SURGEONS (either sex). 
General surgery and E.N.T., vacant Ist November. 
General surgery and orthopeedics, vacant Ist November. 
Both recognised for F.R.C.S. approved preregistratio: 
soos. tenable for 6 months in first inst¢nce. 4 residents 


on nee 
lications, with full particulars as to age, nationality, and 

q cations, and copies of 2 testimonials, to Group Secretary, 
St. John’s Hospital, Keighley, Yorks. ee 
IPSWICH ye A EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the 
of SENIOR HOUSE SURGE ON to the Fracture and Ortho- 
pedic Department. The it is ed Senior House Officer 
and is recognised for the F.R.C.S. examinations. The De - 
ment has 2 Consultants, about 60 Beds and a large outpatient 
attendance ; it offers wide experience. 

A pplications, stating age, nationality and experience together 
with. copies of recent testimonials to the Hospital Secretary. 
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IPSWICH AND EAST 1? HOSPITAL, Heath-road 
WING, IPSWICH (280 Beds). plications invited for post of 
NON-RESIDENT CASUALTY OFFICER (Senior House 
Officer), vacant immediately. Day-time duties only, offering 
opportunity of study for higher examinations 
Applications, with full details, to the Hospital Secretary. 
TEL EWORTE. WweEsT “MIDDLESEX ‘HOSPITAL. North 
EST METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR, etpeneete and Traumatic Department, whole- 
time. One year in first instance. = yeaa may visit Hospital 
by swncintinent with Medical Directo 
Applicat ro forms obtainable ~——% ‘and returnable to Group 
South West Middlesex Hospital Management Com- 
mittee, sleworth, by 29th October. 
KETTERING GENERAL HOSPITAL, Kettering. (130 
Beds.) KETTERING AND ae Maen Fh par nn — 
MITTEE. Applications are invite pel pene 
tioners for the appointment | SENTO MOUSE OF CER 
in Ansesthetics. Post vacant now. Post recognised for D.A. 
Applications, giving details of qualifications and experience, 
and enclosing copies of 3 recent testimonials, to be sent to the 
Group Secretary at the above address. 
sada 46a GENERAL HOSPITAL. 2 House Officers 
commence duty a ae Saye The Hospital has 74 
general {patient ureical and is. Whe-secke anal ior bonteabaretion. 
i on partmen e posts qui ‘or pre ration 
in accordance with Natio: scales. 
ww - in re to the Medical Superintendent, East Fife 
Hospitals B of Management, 243a, High-street, Kirkcaldy. 
LEAMINGTON SPA. 














WARNEFORD GENERAL HOSs- 
te (197 Beds.) HOUSE PHYSICIAN. Vacancy suitable for 
ed - preregistration applicant. Post vacant 15th 


Moventhes, 19 
Applications, with copies of 2 recent testimonials, to be sent 
Secretary. 


to Hospital 
LEAMINGTON SPA. WARNEFORD GENERAL HOS— 
CASUALTY OFFICER (Senior House 


je November, 1957, and — = one inc oy higher 
contact 








Surgery 
St. James’s Hossitel. Leeds (non-resident). Special Plastic 
and Maxillo-Facial Unit. (72 Beds.) 

Psychiatry 

(i) Menston Hos capital. near Leeds (2500 Beds). 


(ii) Oulton H Hospital, near Wakefield, and Affiliated 
pan My Deficiency Calaales (approximately 4 400 Beds). Non- 
»), Stanley Royd Hospital, Wakefield (2000 Beds). Recog- 


( 
nised f 
2 is) ‘Storthes ‘Hall Hospital, Kirkburton, Huddersfield (2750 

If desired, facilities for attendance at the Leeds University 
= pep rovided, if the successful candidates are studying for 

e 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, ther iat the names 

and addresses of 3 a to the Secre Registrars 
Committee, Park-parade, Harrogate, by Sor 30th ‘October, 105 1957. 


LANCASTER ‘ore meV mea Lancaster. Reaioust 
Mental Hospital. Appice invited 
RESIDENT JUNIOR OSPITAL M MEDICAL OFFICER (Mt 
or Female). U hed house available ; furnished on 
for married couple Ng aap Fag or single 
for D.P.M. facilities gran for attending 
—= bouring wolvonattian. ane modern methow? of investigation 
treatment carried out. Hospital serving N. Lancashire and 
~ District. Post for initial period of 4 years, but renewable 
if services satisfactory 
Apply Medical § Superintendent. 
LEICESTER ROYAL INFIRMARY, peek ications are 
aig = the post of SENIOR HOUSE OF 


ve hye 
Department, now vacant. for F.R.C.S. 
Applications, stating age, qualifications and experience, 
together with copies of recent testimonials, to Group Secretary 
No. 1 Hospital Management Committee, The Leicester Royal 
Infirmary, immediately. _ Ha a Ne Mia 
LLANELLY NOSATVAL, 1 Claneliy. Fu Beds.) Glantawe 
HOSPITAL MANAGEMENT uae ications are invited 
for the aj “Bepartment of “SENIOR. ‘HOUSE OFFICER in the 
Onn, e an aagpt 3 an above Hospital 
ing age, experience and qualifications. 
Min ob with aie ‘of 12 — testimonials should forwarded 


to the Hospital Secre . E. JONES, Group tary. 
LLANELLY HOSPITAL , Lianelly. ed Beds.) Blentawe 
HOSPITAL MANAGEMENT COMMITTEE. Ket ications on vere 

for the it of eng ® a a, EDICAL OFFICER 
in Angesthetics at an Sone Be is 

for the D.A. examin he candidate will be 


ted facilities to send bi Be yy mm oval inf -— gs and 


ussions which are held at the y 
Applications, stating age, ex lence and ions 
together with a 3 peas of 2 referees, should be sent to the 
Secretary of the Hospital T. E. JongEs, Group: Secre 





MAIDSTONE. PRESTON } gg sh pat Arg pa ish 


LEGION VILLAGE, MAIDST pplications 
for the post of JUNIOR NHOSPTFAL MEDICAL “OFFICER 
330 Beds for treatment 


at the above Hospital, which con’ 
of pulmonary tuberculosis and ie? chest diseases, and includes 
a major Thoracic Surgical Uni andidates should have had 


experience in general won Bo J in the treatment of chest 
diseases- in Salary £852 10s. “esp e118 10s. * 
National scale and _ conditions. Married mmodation 


available shortly. 
qualifications and experience with 


Applications, stating age 
relevant dates, ther with names and addresses > 3 sanpaees, 
to be sent to the Group Secretary by 25th October, 1 





MANCHESTER REGIONAL HOSPITAL BOARD. 
SALFORD HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of RESIDENT MEDIC OFFICER 
e) at Salford Royal Hospital. 

Ey. ons, together with names and addresses of 2 ers: 

to be sent to Group Secretary, Salford Royal Hospital, Salford, 3 
before > 26th October, 1957. 
pate manny pads yee HOSPITAL BOARD AND 

ANCHESTER HOSPITALS. SENIOR REGISTRAR IN 

SURGERY in the Salford Group of Hospitals, mainly at Salford 
Royal Hospital. The t is included the regione? rotation 
schemg and it is expec that the mn appointed will later 
transfer to the Manchester Royal [ 

Application forms from the Senior Administrative a 
Officer of the Board, Cheetwood-road, Manchester, 8, to 
returned by 4th November, 1957. 











LEEDS REGIONAL HOSPITAL BOARD. Registrar 








vacancies. 
General owery 

Clayton Hospital, Wakefield (75 —_ 8 ~¥ a. 
Duties are those of Resident S ical uarters 
available. for F.R.C.S., may y todkade ae uties in 
the Casualty Department. 
Obstetrics and G 


St. Luke’s Hospital, Bradford (118 obstetric and 10 o grea 
leatenl gene ). ew post awaiting recognition for M.R.C.0.G 

en’ 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 caren to the Secretary, Joint itrars 
Committee, Park- -parade, Harrogate, by 23rd October, 1957. 
LEEDS. THE UNITED LEEDS HOSPITALS. Applica— 
tions are invited for the post of no tenga estbENT 
MEDICAL OFFICER at the ba 54 I 
post is of trar status and will be tenable tor Pas wae ee 
lst bin 958, in the first instance. 

age, qualifications, previous posts with 
dates, together with the names of 3 referees, should be forwarded 
not later than 30th October, 1957, to the Sub-Dean, School of 
Medicine, , 2. 
LEEDS. THE UNITED LEEDS HOSPITALS. Senior 
HOUSE OFFICER in General Medicine required for duties 
at the General Infirmary at Leeds and the pre-convalescent 
annexe. Residential aosumemndatien available for single person 
house available for married officer, at reasonable rental. Appoint- 
= tenable for 1 year. Post vacant Ist November, 1 1947, 
and’ ¢ names t stating age, qualifications, and experience 
names for reference, to be sent to the Secretary to the 
The General I , Leeds, 1, by not later than 
Sot sth Gotober, 1957. 


LLWYNYPIA HOSPITAL, Liw nypia, 
pains 96 acute medical and c 








Rhondda. (213 
mic sick beds.) HOUSE 


OFFICER ( >. Person appointed undertake 
— at the "Grow — Diseases me ag when required. 

— ons, stati Ron enn experience, 
togel with copies ¢ he Teopen testimonials, So | be sent to the 


Group Secretary, P: ridd and Rhondda Hospital Manage- 
ment Committee, Court ouse-street, Pontyprid dd 





emerge anne ge REGIONAL HOSPITAL BOARD. BOL- 


ENERAL HOSPITAL. (607 Beds.) hen go oad 
REGISTRAR fn General Surgery ( dent 8S ical Officer). 
d for F.R.C.S. The post is the senior dent ical 


appointment ond offers excellent practical experience. 
Applications, <—— age, nationality, qualifications, e - 
ence, and the names of 2 referees. — be sent intmpedietety = 
Group Secretary, Bolton and d District Hos pital lasngeusen: 
Committee, The the Royal al Infirmary, Bolton 
MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE HOSPITAL cee ge gow a ————- REGIS- 
TRAR (chest diseases) uired to carry out duties North 
by the Consultant Chest yeas at the Altrincham, No North- 
wich, Crewe Chest Clinics and Hefferstone Grange 
a comanemee November, 1957. Aeoemenadalian ‘——- "7 be 


“Applications, eo with 2 recent testimonials, should be 
sent the Group Secretary, North and Mid-Cheshire Hospital 
Management ttee, The Hospital, Sinderland-road, 
Altrincham, Cheshire. _ 

MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications — ~ aw of em ot gig ie em yomee ing“ at the 
Devonshire Royal Hospital, Buxton, on ist Decembe 
1957. The main duties will be in the. Deps a of Physical 
Medicine with some duties in _ Hospi 

excellent opportunities in research. Previous aoikaee 
a agen, esirable. Interest in experimen = an advan- 


tage. a on rental may be made 
baie to male married a) 

Apeiogaems, together wi h the” names of 2 referees, to be 
forwarded the Group retary, kport ang Buxton 
Hospital Aesscqumeee Committee, 59B, Shaw-heath, tockport. 
MANCHESTER, 20. CHRISTIE HOSPITAL tae HOLT 
RADIUM INSTITUTE. SOUTH MAN a HOSPITAL MANAGEMENT 


COMMITTEE. Applications are invited from nae racti- 
tioners for the ~ of ASSISTANT RESIDENT SURGICAL 


OFFICER ( House Officer grade). The post Saas 
ane ce in the ‘treatenent of tumours and good opportunity for 
uu 














‘Applications, with full details, including the names of 2 referees 
—s the + gg ‘Secretary, Withington Hospital, 
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MANCHESTER NORTHERN HOSPITAL. Applications 
are invited for the resident post of SENIOR HOUSE OFFICER 
in Gynecology. Recognised for M.R.C.0.G. Vacant 2nd Decem- 
ber, 1957. 

Applications, with names of 2 referees, by 28th October, 1957, 
to Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 8. 
west MANCHESTER ~ HOSPITAL 


MANCHESTER. 
MANAGEMENT COMMITTEE ARK HOSPITAL, DAVYHULME 
SENIOR HOUSE OFFICER 


(General Hospital—433 Beds. ” 
(general surgery) required. Post vacant end November. 
Application forms from Secretary. 
MARKET DRAYTON, SHROPSHIRE. CHESHIRE 
JOINT SANATORIUM. SENIOR HOUSE OFFICER required for 
inpatient and outpatient duties with Thoracic Surgical Unit 
dealing with tuberculous and non-tuberculous cases for a popula- 
tion of approximately 500,000. 
on Be with copy testimonials, to Group Secretary, 
Hospital Management Committee, Princes-road, Stoke-on-Trent, 
as soon as possible. 
MORECAMBE. Q 
DENT SENIOR HOUSE OFFICER (s 
normally tenable 1 year and the success’ applicant will 
attached to the specialist Surgical Unit. Post vacant now. 
Applications, with names of 2 referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 
MITCHAM. WILSON HOSPITAL, Cran mer-road, 
MITCHAM, SURREY. RESIDENT HOUSE PHYSICIAN (not 
preregistration ). 


UEEN VICTORIA HOSPITAL. Resi- 
cal). The post a. 


Vacant 25th November. 

Applications, stating age, qualifications, etc., with the names 
and addresses of 2 referees, to the Secretary at above address. 
MITCHAM. WILSON HOSPITAL, Cranmer-road, 
MITCHAM, SURREY. RESIDENT SENIOR HOUSE SURGEON 
(not recognised for F.R.C.S.). Vacant Ist December. This post 
in small but busy General Hospital — good and varied 
experience in diagnosis, treatment and operative procedure. 

Applications, stating age, qualifications, experience and names 

of referees, to the Group Secretary, St. Helier Hospital, Carshal- 
ton, Surrey. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR ANASTHETIST, whole-time, for Sunderland group of 
hospitals. Post recognised for F.F.A.R.C.S. Single accommo- 
dation available. 

Applications, with names and addresses of 3 pam. to Senior 
Administrative Medical Officer, Regional Hospi Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 “4 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis— 
TRAR THORACIC SURGEON, whole-time, resident, at Regional 
Thoracic Centre (150 Beds), Shotley Bridge General Hospital 
(work almost entirely non-tuberculosis (cardiovascular, ceso- 
phageal and pulmonary )) and at associated sanatoria. Applicants 
must have good experience in general surgery and have a higher 
qualification or its equivalent. Appointment intended either for 
trainee in thoracic surgery or for general surgeon see special 
experience. Single accommodation available. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hos — Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 

NEWCASTLE REGIONAL HOSPITAL BOARD. 2 
REGISTRAR PAZDIATRICIANS to work in the Newcastle 
upon Tyne group of hospitals and United Newcastle Hospitals. 
Posts offer experience in various branches of pediatrics and 
rotation mer include Newcastle General Hospital, Hospital for 
Sick Chi — _e Victoria Infirmary and cess ary 
Maternity Hospit 1 candjdate will commence duties in 
Children’s Department, Newcastle General Hospital. Duties 
connected with teaching, &c. 

Applications, with names and addresses of referees, to 
Senior Administrative Medical Officer, eee Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6 thi days. 
NEWCASTLE UPON TYNE. WALKER GATE HOS- 
PITAL. (309 Beds.) NEWCASTLE UPON TYNE HOSPITAL MANAGE- 
MENT COMMITTEE. ppereesese are invited for the post of 
SENIOR HOUSE OFFICER to the 90-bed Medical Unit of this 
Hospital. The work is mainly diatrics and infectious diseases 
and offers excellent clinical facilities for anyone wishing to gain 


peediatric experience. 
Applications, together with the names of 3 referees, to be 














forwarded immediately to the Hospital Secretary, Walker Gate 
Hospital, Newcastle, 6. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Locum ORTHOPAZDIC REGISTRAR required immediately 
until the 23rd December, 1957. Resident or non-resident. Salary 
£19 5s. per week in accordance with terms and conditions of 
service of hospital medical staff. Membership of a Medical 
a Society is a condition of nalfeations 

pplications, stating age, qualifications and experience 
comin er with names of 2 referees, to Group § ospital 
Management Committee, St. Stephen’s-road, No 
OXFORD. UNITED OXFORD HOSPITALS. plica— 
tions invited for post of NON-RESIDENT TALS. Appl the 
Tuberculous Meningitis Unit at the Osler Hospital, "Eo 
Oxford, pant on Ist November, 1957. The post will be 
> 4 ad in the first instance, but eligible for extension to a 

plications, on forms obtainable from the Administrator, 
Rade iffe Infirmary, Oxford, should be received as soon as 
possible. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appiica- 
tions are invited for the post of RESIDENT PATHOLOGIST 
(Senior House Officer). Previous experience an advantage. Post 
va 14th November, 1957. . 

pplications, stating age, nationality, qualifications and 
ann lence, together with — ies of not more than 3 testimonials, 
to be sent to the Hospital retary, City Hospital, Hucknall- 


road, Nottingham. ~a 
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NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE SURGEON, vacant 
4th November, 1957. Rec for pre-registration purposes. 
Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. F 
NOTTINGHAM GENERAL HOSPITAL. A Senior House 
OFFICER (Orthopedic and Fracture) required as soon as 
= Post offers exceptional experience in traumatic surgery. 
ocum considered for any period. 





Applications, stating age, qualifications and experience, 
together with copies mot testimonials, to be sent to Group 
Secretary 


OXFORD REGIONAL HOSPITAL BOARD. Orthopaedic 
REGISTRAR (whole-time) to the Nuffield Orthopedic Centre 
(Wingfield Morris Hospital), Oxford. Available Ist November. 
Single accommodation available if required. Appointment for 
1 — in first instance, renewable for a second none 
Applications on forms obtainable from Secre Registrar 
Committee, 43, Banbury-road, Oxford, should yen him by 
24th October, i957. 
OXFORD REGIONAL HOSPITAL BOARD. United 
OXFORD HOSPITALS. SENIOR REGISTRAR IN PATHOLOGY 
to Stoke Mandeville Hospital. This is a central clinical amet 
serving Stoke Mandeville,and the Aylesb Hospitals and 
acting as —— to High Wycombe and Amersham laboratories. 
It is closely connected with research projects being undertaken 
at Stoke Mandeville Hospital. Under an exchange scheme the 
second half of the appointment may be undertaken in the 
ey Department of the United Oxford Hospitals. —. 
ment for 1 year in the first instance, eligible for extension u a 
4 years. Applicants may visit Stoke Mandeville “Hospi by 
arrangement with the Pathologist. 

Applications, on forms obtainable from the Secretary, Joint 
Committee for Senior Registrars (from whom further particulars 
my! be obtained), 43, Banbury-road, Oxford, should be received 

im by 31st October, 1957. 
MOUNT GOLD ORTHOPADIC HOS- 
t of SENIOR HOUSE 





PLYMOUTH. 
PITAL. Applications are invited for the 





OFFICER for the Orthopedic and ture Service centring 
on Mount Gold Orthop and hospitals. Post 
recognised by R.C.S 

‘Applications, stating age, qualifications with dates, &c., 


and with copies of 2 recent testimonials, to be forwarded to the 
Secretary, Mount Gold rrr Plymouth, within 14 days of 
this advertisement ap 

La ks est SOUTH DEVON AND EAST CORNWALL 


meSENIOR HOUSE  sebabeas ae vacant Ist December, 1957. 


Appleat Hospital. for the F.R.C.S. 
Applications to the Group Secretary, 7, Nelson-gardens, 


Devon 
HOt SE SURGEON (preregistration post), vacant 2nd 
cera. 1957. Devonport Hospital. Recognised for the 
Nelson-gardens, 


Seemeetions to the Group Secretary, 7, 


Devon 
HOU si PHYSICIAN (preregistration post), 
January, 1 58. 
cations » 5 the Group Secretary, Greenbank Road 
Weasel, Pl me 
HOUSE SU RGEONS pepestteation poms), vacancies 9th 
RRS. 1957, Ist and 4th January, 1958. Recognised for the 


. 
Applications = the Group Secretary, Greenbank Road 


Hos = Plym 
P aTkic a HOUSE PHYSICIAN (pre tion post), 
Recognised for 


ona lot January, 1958 the 
Applications to the Group Secretary, Freedom Fields Hospital, 


SS. 
all cases send names of 3 referees. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

(i) Infectious Diseases Hospital 

SENIOR HOUSE at! gas required with duties also on the 

Tuberculosis ards and _ lt Poliomyelitis Diagnostic and 
Respiratory Centre. Vacant n 

(ii) ae Portsmouth ‘Hospital 

ooente Department (104 Beds) 

‘s House OFFICER (preregistration), vacant Ist November, 


Applications, stating - experience and qualifications, 
together with al asm of 2 referees, should be forwarded as 
soon as possible H. Hurst. 

St. Mary’s Hospital, Milton-road, Portsmouth. 

RICHMOND, SURREY. CASSEL HOSPITAL FOR 
FUNCTIONAL NERVOUS er SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. lications are invited for the 
Part time (5/1lths) post of Uw IOR HOSPITAL MEDICAL 
OFFICER. Preference given to applicants having someones 
or interest in psychotherapy and must have epecial terest 
in psychoanalysis. Candidates may visit the Hospital by 
appointment. 

Application forms may be obtained from the undersigned 
and should be returned to the Secretary within 14 days of the 
appearance of this eee 

MALLION, 


Secretary, 
Cassel Hoapital Management Committee, 

Ham Common, Richmond. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE —— (Male) required immediately. 
Not pre tration a ——— 

Applications shoul be forwarded to the Secretary, Romford 
= Hospital Management Committee, Oldchurc ” Hospital, 

oO 





vacant Ist 








ord. 
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ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEONS ae eae poagees from 
[st rT a 1957, in the General Surgi Recognised 
for F.R.C.S. Open to either areata ap plicants or to 
fully qualified aeeetpienem, This very active unit of a total of 
apprenimately 180 Beds affords ample opportunities for candi- 
dates to obtain first-class tuition and experience. The candidates 
appointed will be attached to a unit of = 60 Beds. 

now ene 3 oe pronase pi Group Sec retary, 

‘or’ osp’ anagement mmittee, Oldchurch 

Hospital, Romford, 
READING. BATTLE HOSPITAL. (391 Beds.) | Applica- 
tions are invited fro Jesters’ = medical practitioners for the 
post of RESIDENT JUNIOR HOUSE SURGEON in the 
Accident and Orth o_o Department. Post vacant Ist Novem- 
ber, 1957. F.R.C.S Engg eo Also casualty duties. 

Apply, ge Me , qualifications with dates, go 
Bocre mt ee th 1 copy of recent testimonial, Hospital 


pe nem ROYAL HOSPITAL. “Salford Hospital Man- 
AGEMENT COMMITTEE. SENIOR HOUSE OFFICER in Pathology 
required. Resident. 

nt pplicetions, with names and addresses of 2 referees, to be 

ad to the Secretary, Salford Royal Hospital, Chapel- 
street, Salford, 3, Lancs. 7 
ptt EASTERN REGIONAL HOSPITAL 
RADIODIAGNOSIS. DUNDEE TEACHING HOSPITALS 
Appl ieations are invited for an appointment as SENIOR 
GISTRAR in Radiodiagnosis at Dundee Royal Infirm 
(534 Beds), the main general a Hospital associated with 
the University of St. Andrews. Salary and Condithene of service 
in accordance with National ment. 

Forms of application and further particulars from the Secretary 
to the Board, 430,+Blackness-road, Dundee, with whom T caeal 
tions must be lodged not later than 2nd November, 1957 
SCOTLAND. EASTERN pe prt > mo HOSPITAL 
BOARD. DUNDEE AREA. Thoracic (and cardiac 
cations are invited for the appointment of he 

yee for duty in the onal Thoracic Pan 

ie Hospital, Monifiet Dundee (222 

thoracic surgery), and in the Dard 
Professorial Surgical Unit at Dundee Royal ( 
principal general teaching hospital senectehed with the University 
of St. Andrews—534 Beds). Previous experience in thoracic 
surgery and in general chest medicine an advantage. Salary and 
conditions of service in accordance with hational agreement. 

Further ——- and forms of ‘pplication from the Secretary 
to the Board, 4 Blackness-road, Dundee, with whom applica- 
tions must be lodged not later the than 26th October, 1957. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD. REGISTRAR to the Royal Edinburgh Hospital for 
Mental and Nervous Disorders, tenn 16th Jenuany, 1958. During 
tenure of post opportunities for a. and interchange of duty 
and training at other centres in the Region may be available 
under joint training scheme of South-Eastern Regional Hospital 
B and Department of Psychological Medicine of the Univer- 
sity of Edinburgh. le accommodation available. The 
Hospital may ry visited by arrangement with the Physician 
we 
pply, giving particulars of age, qualifications and previous 
ence and the names of 2 referees, to the Secretary, 11, 
Drama iheugh-gardens, Edinburgh, within 14 days 
SCOTLAND. SOUTH-EASTERN Suasaank HOSPITAL 
BOARD. REGISTRAR in Surge - = Royal Infirmary of 
sone. vacant be 21st m 
pply, giving particulars of age, ph tions and _peuasoes 
ee together with the names of 2 referees, to the tary, 
eit Edinburgh, 3, by 9th ‘Novessber; 195 
ecOTCAND: SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Radiotherapy at the 
=e Infirmary and Western General Hospital, Edinburgh. 
pply, giving rine pert a of age, qualifications and previous 
oul lence, together with the names of 3 referees, to the Secre- 
tary, South-Eastern onal Hospital Board, 11, Drumsheugh- 
gardens, Edinburgh, 3, by 9th Novensber, 1957. 
SCOTLAND. SOUTH-EASTERN 1ONA HO 
PITAL BOARD. Locum Tenens REGISTRAR IN PSYCHIATRY 
based on Jordanburn Nerve Hospital, Edinburgh. 
Apply, giving qualifications and names of 2 referees, to 
Secre 1, Drumsheugh-gardens, Edinburgh, 3. 
SCOTLANG. 


PITAL BOARD. Locum Tenens REGISTRAR IN SURGERY for 
duty in the Dunfermline and West Fife Hospital for 2 months 
from 6th December, 1957. 

eae ly, "s qualifications and names of 2 referees, to the 

rumsheugh - Fam, Edinburgh, 3. 

SCOTLANG. WESTER REGIONAL HOSPITAL 
BOARD. sree are invited for for the following appointments, 

which will be ar 3 tote te Somt instance 

REGISTRAR in E.N.T. Surgery for duties on a rotational 
| at the Ear, Nose and Throat Hospital, and the Western 


REGISTRAR in E.N.T. Surgery based at the Royal Infirmary, 
tal, Carluke. 


UREGISTRA for — at Law Hospi! 
in E.N.T. Surgery based at Stobhill General 





























pstne in Pathol based at the Dumfries and Gallo- 


wa: papeers. 0 
REGIST STRAR in pele based at Law Bosgial. Carluke. 
REGISTRAR in Ps for duties at lisdyke Mental 
— , Larbert, and 2 hla . Institution, Polmont. 
experienc, pr (1g copies), stating date of birth » qualifications, 
oy bam present a Weta ment, and the names of 3 referees, to 
onal Hospital Board, 64, West 


eh ean ge  asdheny C.2, by 2nd November, 1957 








SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY. Applications invited for the non-resident or 
resident post of CASUALTY AND ORTHOPADIC REGIS- 
TRAR in the Orthopedic and Accident Department at the above 
Hospital. Post vacant 4th December. Post recognised for 
Casualty requirements for the’ final F.R.C.S 
Applications, stating age, qualification and experience, with 
the names of 3 referees, should be sent not later than 2nd 
November, 1957, to the ne Chief Administrative Officer, The United 
Sheffield Hospitals, West-street, Sheffield, 1. 
SHOREHAM-BY-SEA. SOUTHLANDS HOSPITAL. 
WORTHING GROUP HOSPITAL noe ey COMMITTEE. HOUSE 
SURGEON, post recognised by R.C.S. for Fellowship; entails 
duties in general surgery and queens, Vacant 21st November. 
ong cco to ert — thlands Hospital, Shoreham- 
by- 3 V. Oakton, Group Secretary. 
SHREWSBURY. "OVA: “SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE PHYSICIAN pre- 
registration candidates eligible. Vacant 24th October, 1957. 
Applications with copy testimonials to Group tary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP iNFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON. Vacant 
1st oe 1957. Preregistration candidates eligible. 
for the F.R.C.S. 
Applications, with copy testimonials, to Group Secretary, 
hrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SIDCUP, KENT. QUEEN MARY’S HOSPITAL. Senior 
HOUSE OFFICER (casualty and orthopedic), required from 
15th November, 1957. The successful applicant will serve 
3 months in the Orthopedic Department and 3 months as 
Casualty Officer. The post is —— the Fellowship 
ae as a period of 6 months casualty 
canoe cus stating og: qualhention® and ex rience, 
with names and arcane of 2 referees, should be sent 
to tothe Seo retary. 


SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOUSE yng ony: Rune my f required, working with 
Casualty eran a Casualty Department. Post - 
— for F.R.C.S. fem ence given in plastic and ortho ic 


wApelications, with names of 2 referees, to Secretary. —=s_— 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
RESIDENT LOCUM ANASSTHETIC REGISTRAR required 
1st-14th November. 

Applications, with names of 2 referees, to Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
MEDICAL REGISTRAR required. Resident or non-resident 
(resident when nights on duty). 

Application forms from and returnable to Secretary, Windsor 
Hospital Management Committee, Alma-road, W ndsor, by 
2nd November. : Kol v 
SS ee ae SEDGEFIELD GENERAL HOS- 
pi SEDGEFIELD. SENIOR HOUSE OFFICER PHYSICIAN 

i hee ce gee HOUSE PHYSICIAN urgently req 
Fall Consultant staff employed; offer excellent 
ie for further study, a good dent’s library is pro- 
accommodation available. 


ied 
Appligations immediately to the Group Secretary, Sedgefield 
ee ungerent Committee, at the above address. 
sr6 CKPOR UXT HOSPITAL ANAGE- 
COMMITTEE. “Applications are invited for the following 
pig etenie LZ, approved for +} =F) purposes. 
nfirmary (163 Beds 
HOUSE OFFI + x ing? pone ge p= gynecology). Recog- 


nised for the Vacant n 
Applications, Cute copies of 2 testimonials, to the Group 


> , Shaw-heath, Stockport. 
STOCKPORT. STEPPING a= Sl Bg yy tht = 
Beds. AND BUXTON HOSP’ 

lications are invited ye the “post “of 8 SENIOR 


MITTEE 
HOUSE Orel ICER (pediatrics). The post, which may = 
ra resident or non-resident, becomes vacant on Ist Decem 


Lm seg A and -experience, 
2 “Setumonials, to be addressed to the 
kport and Buxton Hospital 


retary, Stoc Management Com- 
pn tay 59B, Shaw-heath, Stockport. 


STOCKPORT. CHERRY TREE HOSPITAL. (isolation 
ost of SENIOR 


—96 Beds.) a are invited for the 
pital is associated 






































‘abplications, sta 
er with copies 0 





HOUSE OFFIC R, vacant now. This Hos 
with Manchester University for the study of Thfectious Diseases, 
and the su candidate will have ample ppportunity for 
st 
recent 


A yelieetions, with full particulars and copies of 2 
testimonials he Secretary, Stockport and Buxton Hospital 


a & t 
Committee, 598, Shaw-heath, Stockport, Ches! 
STOKE-ON-TRE ENT. 





CITY GENERAL HOSPITAL. 


(815 Beds.) HOUSE OFFICER (general surgery) req 
vacant now. registration post. Hospital recognised for 
sew Ss 

a os , with eat testimonials, to Grou 

eee. Wee Management Committee, Princes- 
Stoke- -on- wontons. kd we 2d 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) SENIOR HOUSE — 
(Ophthalmology ) req F.R.C.S. and D.O 


uired. 
Applications to ‘een Secretary, Hospital Management Com- 
mittee, Princes-road, Stoke-on-Trent. __ 
SWANSEA op ntthg ke Fa —— eee Glantawe 
HOSPITAL 








MAN a ons are invited 
for the post of SENIC 10R HOUSE 0 USE OFFIC in the Gynecological 
Department at the above Hos 

lications, with full boon should be addressed to the 
ptt T. E. Jones, Group Secretary. 
61 


Eero 
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SOUTH WEST METROPOLITAN REGIONAL rn ae 
PITAL BOARD. PSYCHIATRIC REGISTRARS training schem 
Applications are invited for the appointment of REGISTRAR 
for 6 months’ periods at the Hospitals of St. Ebba’s, Horton, 
Lo: Grove and The Manor in succession. Wide experience is 
available in all forms of psychosis, in neurosis and in mental 
deficiency under modern metho of treatment. Special 
experience may be gained in the Mott Clinic for General Paralysis, 
St. Ebba’s Juvenile Unit and in Mapother House, Long Grove, 
for acute psychosis; also in the observation wards and outpatient 
departments. The appointment will be tenable from January 
1958. Salary, &c., in accordance with the d terms an 
conditions of service of hospital medical staff. For residents 
appropriate charges are made for full residential amenities. 
Candidates may visit the hospitals by appointment with the 
Physicians Superintendent. 

lication forms may be obtained from the Group Secretary, 

bba’s and Belmont Group Hospital Management Com- 
mittee, Group Office, Belmont Hospital, Brighton-road, Sutton, 
Surrey, and com ae forms (5 copies) should returned to 
him within 2 weeks of the appearance of this advertisement. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (274 Beds.) RESIDENT HOUSE PHYSICIAN required. 

Preregistration candidates eligible. 

Applications, with copies of testimonials, should be forwarded 
to Group Secretary, Southampton Group Hospital Man: ee 
Committee, Bullar Street, Southampton, as soon as possib 
ft de ona td ROVAL SOUTH HANTS HOSPITAL. 
(274 Beds. Recognised for F. .* C8.) ORTHOPADIC HOUSE 
SURGEON (post recognised for Preregistration Service and 
tenable for 6 months). The Hospital is the centre to which all 
trauma from a large industrial town and port is directed thus 
providing excellent ex _——- in the treatment of traumatic 
conditions ; patients h orthopeedic conditions are also drawn 

m a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS 
PITAL. (274 Beds.) RESIDENT HOUSE SURGEON required. 

registration candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Co ttee, Bullar-street, Southampto 
SOUTHAMPTON GENERAL HOSPITAL. (ava Beds.) 
RESIDENT HOUSE PHYSICIAN required mid-November. 
Preregistration candidates eligible. 

Applications, with copies of testimonials, should be forwarded 
as soon as Te eee to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SUTTON, SURREY. BANSTEAD HOSPITAL. (2400 
Beds.) Applications are invited for the t of PSYCHIATRIC 
REGISTRAR at the above Hospital, which offers full facilities 
for training in psychiatry, including the special study of neuroses 
es > ir —— Covrses in psychology are arranged for the 

idence is optional, at present accommodation is 
Pm M ailotie for a single person, but a flat may soon become 
available. 

Candidates should apply to the Secre Banstead Hospital, 

Sutton, Surrey, for seg] = application, wh ch should be returned 
duly completed, wi 4 days of the appearance of this adver- 
tisement. Ci we Bm should visit the Hospital by arrangement 
with the Physician-Superintendent. 
SUTTON AND CHEAM HOSPITAL, Cotswold-road, 
SUTTON, SURREY. RESIDENT SENIOR HOUSE OFFICER 
(Casualty Officer). Post recognised for F.R.C.S. Vacant Ist 
November. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials and the names of 2 referees, to the 
Group Secretary, St. Helier Hospital, Carshalton, Surrey. 
TAUNTON AND SOMERSET HOSPITAL. Senior House 
OFFICER (general medicine) required end of October. Post also 

mee qoqemaanys of work in Area Pathological Laboratory if 

esired. 

Applications, 

together with the names of 
Group Secretary, Taunton Hospital Man: 
Taunton and Somerset Hospital, Musgrove 
ton, Somerset. 
TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER required for Neuro-Surgical 
Department of 24 Beds oes on the ist November, 1957. 
Post offers wide experience in Neurology. No previous experience 
necessary. 

Aagiestions, with names of 2 referees, to Hospital Secretary, 

Hemlington Hospital, Middlesbrough. 
TREDEGAR GENERAL one. Monmouthshire. 
RHYMNEY AND SIRHOWY VALLE ITAL MANAGEMENT 
COMMITTEE. RESIDENT SU RGICAL "OFFICER ae 
Hospital Medical Officer grade) required for Surgical Unit at 
above Hospital. Duties are those of Assistant to General Surgeon; 
staff includes also House Surgeon. Commodious family flat. 

Apply, with full particulars and stating names of 2 referees, 
to Secretary. 

WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS-— 
PITAL. (315 Beds.) HOUSE PHYSICIAN (preregistration) 
vacant immediately. 

_ Applications, with copy of 2 testimonials, to the Group 
Secretary. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL (315 Beds). SENIOR HOUSE OFFICER (orthopedics) 
required. Post recognised F.R.C.S. Wide experience available 
under Area Orthopedic team. Appointment for 6 months in 
first instance. Vacant 11th November. 

Applications, with copies of 2 testimonials, to the Group 
Secretary. ~e 


stating , nationality and qualifications, 
referees, should be forwarded to the 
ment Committee, 
ark Branch, Taun- 


52 





TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 
post vacant 24th November. Preregistration post. 

Applications, stating age, experience, and qualifications with 
dates, with copies of 2 testimonials, _to Secretary. 
TUNBRIDGE WELLS (near). PEMBURY HOSPITAL, 
ruenumy- BRRieet potions are tare a be es yee of 

PZ. DIC 


SENIO AND 
CASUALTY OFFICER egy “House ‘Ofmicer grade) to begin 
duties as soon as possible d F.R.C.S. (Eng.) and 


PWork at treatment of long and short 


tenable for 1 year. 
h large outpatient and 


stay cases and traumatic surgery 
fracture clinics under 2 Consultants. 

Apply, stating - qualifications, and experience, together 
with 3 testimonia to oe Secretary, Sherwood Park, 
Pembury-road, Tunbridge We 


WAKEFIELD. ae ag ROYD HOSPITAL. 
cations invited for post of JUNIOR HOSPITAL MED. CAL 

OFFICER or SENIOR HOUSE OFFICER in Psychiat 
Accommodation available for single person and may be oe le 
for a married person. 

Address applications, giving full personal particulars, details 
of training, experience, and 2 names and addresses for reference, 
to W. BowRInG, Group Secretary 

Pinderfields Genera: Hospital. ‘Wakefield. 


WAKEFIELD. STA 





STANLEY ROYD HOSPITAL. Locum 
Tenens JUNIOR HOSPITAL MEDICAL OFFICER in Psychi- 
atry required. Salary £19 5s. per week. Accommodation for 
single person at charge of £3 5s. 6d. per week. 
Address written applications to W. BowRING, Group Secretary. 
Pinderfields General Hospital, W akefield. 


r 

WARRINGTON INFIRMARY. Oprtesttone are invi ted 
from Males and Females for the post of RESIDENT CASUALTY 
OFFICER (graded as Junior Hospital Medical Officer) at the 
above Hospital. The = becomes vacant on Ist November, 
1957, and is recognised for the F.R.C.S. Scale of salary £852 10s.— 
£55-£1182 10s., less a deduction of £170 for the residential emolu- 
ments. A whole-time Senior Hospital Medical Officer is in charge 
of the Department. 

Applications, stating age, experience and qualifications, should 
be forwarded to— 

Henry L. Boot, Group Secretary, 

Warrington and District Hospital anagement Committee. 

c/o General Hospital, Warrington, Lancs. 

WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. CASUALTY OFFICER (Senior House Officer) 
Modern De pees employing 3 full-time Casualty Officers. 
Post recognised for F.R.C.S. Resident or non-resident. 

Applications, with names of 2 referees, to the Administrator. 
WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR in anesthetics, based Bridgend General Hos- 
Loe 9 Hospital recognised for F.F.A.R.C.S. Resident/non- 
resident. 

REGISTRAR (general medicine), Swansea General Hospital, 
Swansea. Non-resident. 

SURGICAL REGISTRAR forthepadies) at Prince of Wales 
ame wg Hospital, Rhydlafar (280 Beds), serving Cardiff 

———s ——— Committee. ~~ is Regional Ortho- 
ome Te aga South Wales area arried accommodation 
available 


Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WEST BROMWICH GROUP OF HOSPITALS. Registrar 
(Aneesthetics). Duties at Midlan@ Centre for Neuros ry, 
Smethwick Hospital and other Group Hospitals. Experience 
specialty required. Married quarters available. 

West - : iaaeas 








Application forms from Group Secretary, 

General Hospital, to be returned ? by 28th October, 195 
WOLVERHAMPTON AND MIDLAND COUNTIES EYE 
INFIRMARY. SENIOR HOUSE OFFICER required. 100 Bed 
and busy Outpatient Department. Recognised for F.R.C.S. 
and D.O. examinations. 

Applications to Secretary as soon as possible. 
YORK. VAIROTELD SANATORIUM (68 Beds), CITY 
HOSPITAL (256 Beds). quired in December, 1957, SENIOR 
HOUSE OFFICER in Chest Diseases and General Medicine 
-resident) to spend half time at Fairfield Sanatorium a 

ds) and at the City Hospital where 8 beds are reserved for 
investigation of chest cases, and where outpatient refill clinics 
are held, and remainder of time at the County and City Hospitals 
(266 and 256 Beds respectively) in the Department of General 
Medicine. Previous experience in treatment of tuberculosis an 
advantage. 

Applications, giving age, nationality, ex 
tions and names of referees, to Grou 
and Tadcaster Hospital Management 
Park, York. ’ 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in ychiatry at Purdysburn Hospital, Belfast (a mental hos- 
pital). The terms and Conditions will be in accordance with the 
application of the Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 4th November, 1957: 

U.S.A. BETHESDA BOCRTVAL. Cincinnati 6, Ohio, U.S.A. 
INTERNS—Rotation through Obstetrics, Medicine, Pediatrics 
and yg AS in = 12- age broad teaching programme. We 


rience, qualifica- 
retary, York A 
ommittee, Bootham 





desire app m graduate medical doctors giving full 
details in ae letter. ta 10 per month stipend; access to inexpen- 
sive meals; hed wage ns laundry; hospitalisation, 


and will a ae passage one way 
Please apply to the Superintendent. 
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U.S.A. JEWISH CHRONIC DISEASE HOSPITAL, 
BROOKLYN, N.Y. Clinical pathology. 1st or 2nd year RESIDENT 
Fully approved 800 Bed active a hospital. 250,000 tests 
annually; includes steroid, enzyme and histoch hemistry, electro- 
ms hormone assays and radioisotopes 
Raper a LS agg D Hospital, E. 49th St. and 
road, Brooklyn, N.Y. 
buSeL IN. ROYAL VICTORIA EYE AND EAR HOSPITAL. 
OPHTHALMIC HOUSE SURGEON required for duties at the 
above yore Appointment for 1 year from Ist January, 1958. 


Salary £275 

‘Applications, ‘with a nae ad to be forwarded to the Regis- 
trar before 8th November, 1957 
IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITaL. The Board of Management invite applications from 
medical practitioners with the requisite posteresae ate experience 
and qualifications for the post of SENIOR REGISTRAR 
Ma gens of we in the newly completed Hospital. 

e salary offered for the post is: £1428 rising by 3 annual 
increments of £1596 p.a. plus an inducement addition, payable 
to an expatriate doctor, of £300 p.a. 

Candidates must hold the F.R.C.S. and have had sufficient 
experience to enable him to deputise for the Consultant. There 
is ered of scope for operative experience. SENIOR REGIS- 

in rotation, supervise the Casualty Department in 
conjunetion with inpatient traumatic work, which is very 


“The successful candidate will be expected to assume duty 
about Ist January, 1958. 

The appointment will be initially for one tour of 12 months 
and will be renewable by mutual agreement for a further tour 
of 12 months. 

On satisfactory completion of the agreement a gratuity of 
. will be peje for each completed term of 3 months’ 
service 

An outfit glictrenct of £60 is payable on first appointment. 

Partly furnished quarters are provided at a rental of 84% ‘of 
salary cxcbediag iefuovmnent allowance and the officer appointed 
will be eligible for 7 days’ leave on full pay for each completed 
month of service in Nigeria. 

Free first-class p 





are provided for expatriate doctors 


and their wives on first appointment and on completion of the. 


agreement. Free first-class passages to Nigeria will, in certain 
circumstances, be provided for non-expatriate doctors. Free 
first-class passages will be provided for vacation leave. 

Candidates will be e le for children’s allowances in accord- 
ance with existing 

Arr ments can 
National Health Service superannuation scheme contributions 
and details of the revised salary and gratuity payable in such 
cases will accompany application forms. 

Applications should be submitted not later than 2nd November, 
1957, on the gm riate forms, which will be forwarded, together 
with . information on receipt of an addressed foolscap 
envelope by the Adviser on Staff Recruitment, London Office, 
University College ak ow Ibadan, 57, ‘Catherine- -place, 
Palace-street, London, 8.W.1. ede 
Lege” NIGERIA. UNIVERSITY COLLEGE HOS- 

Pre tration HOUSE OFFICERS. Postregistration 
HOUSE ard CERS. The Board of Management invites appli- 
cations igerian graduates for vacancies on Ist February, 
ines. ao "House Officers in the newly completed Teaching 

ospital. 

Preregistration candidates must be provisionally registered 
medical practitioners and should be prepared to serve in any of 
the following Departments: Medicine, Surgery, Obstetrics, and 
Peediatrics. 

Postregistration candidates must be fully registered medical 
a and should be prepared to serve in any of the 

llowing Departments: Medicine, Surgery, Obstetrics, Psedia- 
trics, Ansesthetics and General Outpatients. 

The appointments will be for 1 tour of 12 months, 6 months 
to be spent in each of 2 departments, as far as possible, in accord- 
ance with the candidates’ preference. 

The salaries offered for the posts are :— 

Preregistration House Officer, £660 p.a. 

Postregistration House Officer, £972 p.a. 

In addition, a Postregistration House Officer will receive a 
gratuity, on satisfactory completion of contract, of £25 for each 
completed term of 3 months’ service. 

An outfit ya of £60 is payable on first op oaaent 
Partly furnished quarters are provided at a renta % of 

Leave is eenten at the rate of 5 days for each ph? Fee 
mont: . Le ae ay 

Free fi passages to Nigeria will be arranged, if not 
wees ty _— Ht... authority 

Applications should be submnitted to the Adviser on Staff 

tment, London Office, University College Hospital, 
Ibadan, 57, Catherine-place, Palace-street, London, 8.W.1, not 
later than 2nd November, 1957, from whom the appropriate 
forms and additional information can be obtained. 


4a Public Appointments 
5 pli- 


u 

cations’ are invited from general practitioners in the enderneted 
towns for the appointment in a part-time capacity as MEDICAL 
OFFICERS to this Corporation. Successful applicants would 
be required to examine and ay ay on the condition of employees 
of the Corporation who ee | e referred to them from time to 
time. Fees for this work will be paid on a scale agreed with the 
British Medica] Association. 

Applications, giving details of qualifications and experience, 
should be sent to the Chief Medical Officer, Navy, Army and Air 
Force Institutes, Kennington-lane, London, 8.E.11, not later 
than 26th October, 1957. 

The towns for which applications are invited are:— 

DONCASTER LEEDS YORK HULL 

HARROGATE NEWCASTLE CARLISLE PENRITH 


ations. 
made to enable doctors to continue their 








HER MAJESTY’S OVERSEAS CIVIL mayrcene ee | w anda. 
MEDICAL OFFICERS with qualifications a 
United Kingdom re ne ys for general Cpises, | a LE 


dates may be posted to any station in U . During = 
years of service an officer will be expected to carry out general 
medical and surgical duties ‘including a vai amount of 


public health administration and the training of subo 
African medical staff. In most stations, even if may — 
large towns, it is possible to maintain interest in an 
branch of medicine or surgery to which the pF Bang 
In most stations the work is based on a district cr attracted which 
may vary in size from a comparatively small hospital m 
the needs of a backward community to a large hospital wit 
modern facilities where specialisation in — different branches of 
medicine, surgery and obstetrics is possible. 2 can 
be on permanent basis, subject to 2 years probation, with pension 
(non-contributory) or on 30-36 months contract with gratuity 
(taxable) payable on satisfactory completion of service. Normal 
retiring age is 55 but at age 45 officers may retire with full pension 
earned. Gratuity for contract service is 134% of to 
drawn, not including allowances. Candidates bg he National 
Health Service may retain superannuation rights up to 6 vows 
ane receive gratuity (taxable) of 20% of their 
ments. Salary ranges from £1284 to £2115. ne 
pont determined by experience. 4 extra increments can be given 
to successful candidates possessing F.R.C.S., M.R.C.P. and 
D.P.H., and other approve higher 9 qualifications. Other allow- 
ances in accordance with current ations. Permanent 
Medical Officers are eligible to be considered for promotion to 
super-scale posts in Uganda and other territories in medical 
administration or, if they possess hi 
suitable experience, in specialist posts. 
rental varying from £21 to £60 coordina to size and tas, ane 
hard furniture at a rate of £12-£24 Pog & to scale. air 
Passages for each journey are poe up to equivalent of 4 
adult tourist class air fares for Officer, wife and dependent 
children. If, in the interest of Government an Officer is required 
to proceed on leave after a short tour of 15-18 months, there is 
no limit to the number of family passages. Taxation at East 
African rates, generous home leave granted after each tour 
addition to which casual leave is allowed at the rate of 16 days 
p.a. Primary educational facilities available in all the r 
Education subsidies are — to Officers, which 
vary from £90 a year (or half the sch fees, whichever is less), 
for pomeny education for first child, to £190 a year (or three- 
fifths of school fees, whichever is less) for secondary education 
for each of second and subsequent children. 
Application forms obtainable from Director Recruitmen 
Colonial Office, London, S.W.1 (quoting No. “BCD. 1170/0388. 


REGIONAL MEDICAL HEALTH OFFICERS 


required by 
SASKATCHEWAN DEPARTMENT OF PUBLIC HEALTH 

Salary range : $771-$924 per month. 

Requirements : Graduation from an approved school 
of medicine and some medical and administrative experi- 
ence. Diploma or Masters degree in Public Health 
desirable but not essential. To do professional 
~= administrative work as Medi Health Officers in 

d health regions, with populations of ap oppress: 
naan y 50,000 and to develop regional preventive health 
services and a general public health programme. 

Benefits : 3-weeks holiday and 3-weeks accumulative | 
sick leave annually with pay, Ly men ey ension plan and 
opponent for assisted postgraduate | 

Applications : Forms and ner i informati on Faye 
at PUBLIC SERVICE CoMMISSIC 
Department of Public Health, erosincial Neath B ang, 
poets, Sask., Canada. Applicants should refer to 
No 4. 


FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The followi appointments as Appointed Factory Doctor are 

vaeant. Apply to Chief Inspector of Factories, 19.1 St. Jemese 8- 
square, London, 8.W.1 :— 


lam = for receipt 

District County ications 
NEWCASTLE-ON-TYNE. . NORTHUMBERLAND. nat NOVEMBER, 1957 
GLASGOW WEST .. LANARK . 9TH NOVEMBER, 1957 





BUCKS COUNTY COUNCIL. lications are Invited 
from registered medical snr ‘or the a sgpeley a 
ASSISTANT COUNTY MEDICAL OFFICER ( 
High Wycombe area. Preference will be given to aoplrem 
ossessing a Diploma in Public Health = a Diploma = Child 
Fiealth, and experience in maternity, school medical and child 
welfare work. Salary within the scale me10s0 81475 
commencing salary being fixed according to qualifi 
experience. Travelling and subsistence allowances on ‘the 
County Council’s seale will be paid. The appointment-is super- 
annuable and subject to medical examination. 
Further particulars and forms of a plication may be eg 
from the County Medical Officer, County Offices, Aylesb 
to whom com letea applications must be returned by 
November, 195 
E. MILLARD, Clerk of the Bucks County Council. 
County Hall, Aylesbury, October, 1957. 


LANCASHIRE “COUNTY COUNCIL. Applications are 
invited from registered medical practitioners for a intment as 
ASSISTANT DIVISIONAL EDICAL OFFI RS in the 
County area north west of Oldham and in the vicinity of Liver- 
pool and Warrington. Possession of Diploma in Public Health 
desirable. Salary £1050 rising to £1475 p.a. Travelling and 
subsistence allowances — applicable. 

Application forms and further BE ara ay from County 
Medical Officer, Serial 454, East C County Offices, Preston. 





Application forms to be returned by 26th October, 1957. 
53 
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WEST HAM. COUNTY BOROUGH OF WEST HAM. 
ASSISTANT MEDICAL OFFICER (Administrative). See 
cants must be registered medical practitioners holding D.P.H., 
D.C.H. and/or D.Obst.R.C.0.G. also an advantage. Duties 
mainly administrative, to assist the Senior Medical Officers, 
m in Maternity and Child Welfare and School Health. At 
least 3 or 3 years experience of School Health and Maternity 
and Child Welfare essential. Salary scale £1050-£50 (3)-£55 (5)- 
£1475 p.a. Starting point according to qualifications and experi- 


ence. 
Further particulars from Medical Officer of Health, 225, 
Romford-road, Forest Gate, E.7, to whom applications are 


returnable by 28th October, 1957. 


GOVERNMENT OF ADEN PROTECTORATE. Appli- 
cations invited from Doctors with medical qualifications 
registrable in United Kingdom for following posts of a pioneering 
nature, in Aden Protectorate Health Service. 
OPHTHALMOLOGIST to be based on Makhzan, Western 
Aden Protectorate, where there is a developing Base Hospital 
and a Health Service Training Centre, but about half time to be 
pent on tour in both Western and Eastern Protectorates, work- 
ng in Hospitals, Health Units in the field, and traini sub- 
rofessional staff in simple eye work. Private practice allowed, 
ut very limited. Candidates must possess D.O.M.S. or equiva- 
lent, and practical experience. Knowledge of Arabic an advan- 


VOMAN MATERNITY AND CHILD HEALTH SPECIAL- 
IST to be based on Mukalla, Eastern Aden Protectorate, where 
there is a developing Base Hospital and a Health Services Train- 
ing Centre, but about half time to be spent on tour in both 
Protectorates, working in Hospitals, Health Units in the field, 

sub-professional staff in nursing, wg and 
M.C.H. work generally, including home visiting. There will be a 
Matron colleague. Candidates must possess special qualifications 
in gynecology, obstetrics and child health and/or practical 
experience in these subjects, of wide coverage in both competence 
and responsibility. 

Appointments on contract for 1 tour of 18-24 months in the 
first instance with gratuity (taxable) of £37 10s. for each com- 
pleted 3 months of service, payable on satisfactory completion of 
contract. Salary for Ophthalmologist £2000 a year. For M.C.H. 
Specialist with M.R.C.0.G., £2000; without M.R.C.O.G., £1750. 
Following allowances also payable: 

(a) Outfit allowance, £60. 

(b) Education allowance for children between 8-18 undergoing 

full-time education outside Aden. 

Furnished quarters being built at low rental. Income tax at 
local rates. Free passages for officer, wife and up to 3 to 4 children 
under age 18. Generous home leave after each tour. 

Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting BCD 117/2/010). 


GOVERNMENT OF NORTHERN RHODESIA. Medical 
OFFICER required for Pneumoconiosis Medical and Research 
Bureau. Duties include clinical and radiological examination of 
miners (European and African). Officer will be stationed at 
Kitwe and will work under supervision of Chairman (a Medical 
Specialist) of the Bureau. Kitwe is a town of considerable size 
with agreeable climate and es social amenities. Post offers 
excellent opportunity for experience in diseases of chest and 
research in pneumoconiosis. Appointment on permanent basis 
with pension, or short-term contract with gratuity (taxable). 
Candidates from National Health Service may retain super- 
annuation rights (up to 6 years) and receive gratuity (taxable) 
of 20% of aseregste of salary at end of engagement. Salary 
seale £1245 to £2030 a year, starting salary depending upon age 
and experience. Pension for permanent appointment at rate of 
1/600th of final pensionable emoluments for each completed 
month of service. Gratuity for contract appointment £37 10s. 
for each completed 3 months of service. Free passages provided 
in both directions for officer and wife, and assisted passages for 
children. Housing available and married candidates may take 
family. Candidates (Male only) should be aged 25 to 35, possess 
medical qualifications registrable in United Kingdom and have 
had at least 12 months post-graduate experience. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD 117/3/02). 


HER MAJESTY’S OVERSEAS SERVICE. Tanganyika. 
MALE MEDICAL OFFICERS, with qualifications registrable 
in United Kingdom, required for general duties. Officers would 
normally be based on a Hospital, but must be prepared to tour 
and to train African staff. Professional work covers a wide field 
in all branches of medicine, surgery and obstetrics with unusual 
responsibility and scope for initiative. Ample opportunities for 
sport and recreation. Limited private practice is at present 
permitted. Appointment can be made on permanent basis with 
pension (non-contributory), or on short-term contract with 
atuity (taxable) on satisfactory completion of service. National 
ealth Service Doctor may retain superannuation rights (up to 
6 years) and receive gratuity (taxable) of 20% of aggregate 
salary after engagement. Salary ranges from £1284 to £2115 a 
year, starting point determined by experience. Four extra 
nerements given for approved higher qualifications. Permanent 
officers can members of Her Majesty’s Overseas Civil Service 
and are eligible to be considered at any time for promotion to 
higher salaried posts in Tanganyika and other territories in 
medical administration or, if they possess higher qualification and 
suitable experience, in specialist posts. Quarters generally avail- 
able at rental of £30 to £78 a year according to size and type, 
furniture £12 to £24 a year. Free passages in both directions for 
officer and wife and up to cost of 1 adult fare for children. 
Taxation at local rates. Annual local leave permissible and 
merous home leave after each tour of from 30 to 36 months. 
Sducational facilities. 
Application forms from Director of Recruitment, Colonial 
oo Great Smith Street, London, 8.W.1 (quoting BCD.117 


and traini 


— 





HER MAJESTY’S OVERSEAS CIVIL SERVICE. 
WINDWARD ISLANDS. DISTRICT MEDICAL OFFICERS 
required for general duties in Dominica, with liability for service 
in any Institution, Dispensary, or District within the Windward 
Islands. Candidates must hold qualification registrable in 
United Kingdom. Appointment on permanent basis with pension 
(non-contributory) or on agreement for 3 years. Salary scale 
£800 to £1000 a year. Pay addition of 20% of. salary also pay- 
able. Pension 1/600th of final pensionable emoluments for each 
completed month of service. Income tax at local rates. Private 
qractee if duties permit, but all fees for medical attention at 
ispensary or Institution accrue to Government. Quarters not 
normally provided, but if Govermment quarters become available 
rental of 10% of salary, or 54 of assessed value of quarters, 
whichever is less, ch Free passages on appointment 
for officer, wife and dependent’ children under 18 years, not 
exceeding 5 persons in all. If appointed on contract, return 
Pp on completion of contract. Leave passages in accordance 
with Windward Islands Regulations. 
Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting BCD 117/40/01). 
Miscellaneous 
RESEARCH PHARMACOLOGISTS | 
BENGER LABORATORIES LIMITED, manufacturers | 
of ethical medical preparations, have vacancies in their | 
laboratories offering considerable scope for advancement 
for Research Pharmacologists, both graduate and non- 
uate. 

Applications are invited from University graduates in 4 
Physiology, Pharmacology or Zoology, most particularly | 

m those having a special interest in experimental 
surgery. Non-graduate laboratory assistants with 
previous experience in Pharmacology are also req L 

The work, which is carried out in close co-operation 
with other members of the Pharmacology and Bio- 
chemistry Research Sections, is extremely interesting and 
varied. Every encouragement and opportunity is given | 
for the display of initiative and originality. 

The salary will depend very much on the experience, 
qualifications and age of the applicant, but a wide range 
is contemplated. A Contributory Pension Scheme is in 
operation. } 

: 














The well-equipped laboratories are set in ideal country 
surroundings and there are good facilities available for 
sport and recreation. 

Applications, which will be dealt with in strict con- 

dence, should be addressed to the Secretary, Benger | 
Laboratories Limited, Holmes Chapel, Cheshire. | 


Birmingham Family Planning Association Clinic. 14, 
Frederick-road, Edgbaston, Birmingham, 15. Applications are 
invited for the post of Medical Officer (Male) interes in marital 
problems, to conduct the Men’s Clinic on one evening fortnightly. 

Applications to the Hon. a by 9th November, from 
whom farther details may be obtained. 


Calmic Limited require the services of a Technical 
Executive to control the soveeees of medical prepara- 
tions intended for home and established overseas markets. 
Successful applicant will be required to take charge of the 
research, analytical and biochemical laboratories. Medical 
qualifications essential and clinical experience desirable. 

Please give full particulars of experience, salary required and 

eetengnets. to Managing Director, Calmic Limited, Crewe Hall, 
Crewe. 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 


For Sale. Microscope. Leitz. 2/3, 1/6, oil immersion 
specimen. £20 o.n.o.—Dr. JENSEN, Plas Uchaf-avenue, 
Prestatyn. 


Doctors requiring applications, theses copied: Write to 
MANTON (WESTMINSTER) LtTD., 98, Victoria-street, S.W.1 
(VIC 0141) who are specialists. me “ " 
A Doctor’s Residence to be built on excellent site amidst 
extensive new estate developments at Hornchurch. The plot is 
approximately 40 ft. by 200 ft. in size. (Price £1500 freehold.) 
Design to purchaser’s choice. For further details please call or 
write.—Sole Agents, ANDREWs & PARTNERS, 139/143, Oxford- 
street, W.1 (opposite Bourne & Hollingsworth). Tel.: GE 
1555/6/7. 

Government Surplus. 25,000 new white operation gowns, 
6000 new white 3-pint china basins packed in cases (20 in case), 
3500 new linen hospital masks, 1000 new green baize aprons, 
750 new hospital flannel shirts.—Write : BassetTr, 331, 
Kingsland-road, E.8 (Phone : CLIssold 7037 ). 
Microscopes. Immediately available from Stock. Largest 
selection of all types. Terms if required.—W-aLLaAcE HEATON 
Lrp., 127, New Bond-street, W.1. 

Oxford University Press have a vacancy for a Secretary 
Assistant to the Medical Editor. Salary according to age and 
pa to Staff Manager, Amen House, Warwick- 





> 


square, E.C. ; Tr SEP ea ee 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICA 

LABORATORIES, 26,  Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). eta 
Typewriting and Duplicating. First-class work at moder- 
ate prices by ompertageed medical typists. Electric machines. 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 
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Tastiest way | 
to dissolve sore 


throat symptoms 





TRADE | 


‘TETRAZETS 


BACITRACIN - TYROTHRICIN - NEOMYCIN - BENZOCAINE THROAT LOZENGES 


These throat lozenges contain bacitracin, systemically. The inclusion of be 
tyrothricin, neomycin and benzocaine, in a sugar provides effective analgesia. 

base which dissolves slowly in the mouth. The ‘Tetrazets’ are indicated for sympton 
antibiotics together covera wide spectrumof | and adjuvant treatment of throat and mou 
activity against most organisms found in infections tions due to susceptible organisms. 

of the mouth and throat. Used in this form there The suggested dosage is 3 to 5 lozenges daily for 
is little danger of sensitising the patient to these or | several days. Supplied in containers of 12. 

other antibiotics which might later be required Available on prescription only. 


GD verck SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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but twelve 


WM. R. WARNER & CO. LTD. 





applications should be advised. 
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sompletely ThE W vaginal gel 


for the treatment of Vaginitis due to 


a ATER EPG LD) EST AEA STO 


rRICHOMONAS 


PPLE TAIZ ARLTT NN 


MONILIA 












AND 


BACTERIA 


iding Haemophilus Vaginalis, the organism responsible for some 
of the so called “non-specific” infections. 





m: One applicatorful (7 ml.) Presentation: Sterisil is available in boxes con- 
the vagina every other night, taining a tube of vaginal gel (14 oz.) and six 
nay result from six applications, disposable applicators. 


Active Principle: hexetidine 0.1% 


LONDON and EASTLEIGH 
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